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hours after 


gs 3 
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Pp. 
3 should be used os o burial-transit permit. File poges 1 ar! 


in pencil in Item 18. Give Poges 1. 
r’s Office alang with form P. 
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ig the word “pending 
Chief Medical Exa 
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TO FUNERAL DIRECTOR 


s 
& 
= 
é 
4 
Hi 
Ff 
2 
f 
2 
4 
wv 
= 
o 
< 
o 
3 
v 
% 
¢ 
oo 
: 
~ 
« 
£ 
= 
: 
2 
3 
3 
Fy 
3 
3 
2 
3 
°° 
$ 
2 
8 
€ 
8 
2 
= 
e 
& 
z 
< 
« 
in 
“ 
< 
2 
oa 
8 
= 
~ 
5 
a 
a 
a 
fe) 
& 
vs. 


AISME 
5M 2/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 us924 
8928 MEDICAL EXAMINER'S CERTIFICATE OF DEATH | 


1, PLAGE OF DEATH 7. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmission) 
* e, COUNTY 
fe en duane ©. STATE Dghe se b. COUNTY a cpt 


ai ay OR TOWN see corporate limits, write RURAL ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If oulside corporote limits, write RORAL ond pive nearest town) 
‘ond give nearpal town! iF 


ep eadacttdeoae : a a : K Mharerd hog (Re cach hs. 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) 8: STREET ADDRESS) e. IS RESIDENCE 


3. pee tng Middle “> lo . Month 


= OF 
{Type oF print) “Ps BER 9 Re Zi, ‘ 
5. SEX 6 COLOR OR RACE |7. MARRIED [J] NEVER MARRIED [Xf] &. OATE OF BIRTH 9. AGE lore IF UNDER TYEAR] IF UNDER 24 11PS._ 
Mahe WAi CE |woowO _ vworceo ( Aik Le F- “ hs 27 Heurs | Min. 


100, USUAL cial wale | Psy re kind of work done] 10b. KIND. "YEH. BUSINESS OR INDUSTRY { 11. chee late or foreign country} 2. CITIZEN OF WHAT COUNTRY? 


‘during most of wo ‘even if retired) 
Mine YW Sfp. 


|, FATHER'S NAME 


ory Sa ae SALDIA Lee Caeseaa . 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? | 16. Sep ‘SECURITY NO. | 17. INFORMANT "o. 


(Yes, ne, of unknown) (it yes, give wer er dates of service) 

to_|" = rer Ih file Tall Hghhsl, Util. 

18. CAUSE OF DEATH [Enter only one couse per fi. (c). "{b). ond {c). ond {c).] INIBVAL petwten 

_, ameoeamtwes see — Un deden A Jobat ls. 
hej . DUE TO 


Conditions, If ony. which o 
@ 10 immediate cove ‘ 
9 the underlying 


ebtanesnogh — 


DUE TO 
{c). 


PART tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DE ATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)[19, WAS AUTORSY 
RMED? 
YE Bee 


200, EXTERNAL CAUSE WAS. = DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port t or Part tt of Hem 18.) 


PRIMARY C) er CONTRIBUTING [) 
CAUSE OF DEATH. 


— = 
20c, TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED |20e. PLACE OF INJURY (H. form, 1201. (City or town) (County) {Stote) 
Hour 6, m. While Not while factory, slreet, office bidg., eo i 
pm. 19 ot work [] ot work 


21. | certify thot | took chorge of the remoins described obove, held on Autopsy i Inspection XJ. Inquiry Gk ond in my 
opinion deathfesulted from: Noturol couses Accident [], Suicide J, Homicide (J, Undetermined manner [] 


MEDICAL CERTIFICATION: 


CHIEF MEDICAL EXAMINER [} br sn! 


ASSISTANT MEDICAL EXAMINER [7] 


—a y / 
S_ J it Lo tes tet DEPUTY MEDICAL EXAMINE! 


> ’ 2 
sJpmes_S ~. 
Tio. BURIAL, CREMATION, "6 DATE THEREOF 22¢. NAME IF ‘CEMETERY OR CBEMATORY 72d. L TION ap town. on ==" “Bietey 
REMOVAL (Specif Gitteoved 
Fy acs ¥- 30-5 
23. FUN LD ma 'OR'S SIGNATURE itil ered! ict REC'D bY fi tobass fab, REGISTRARS  Hecaa ATURE 
CL A 58 Cnthun 8, 
Bcf. Pf PTE: ti And | parBeEP 4 


IDIXOS 


M0. 


Ty : MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 $925 
4 8929 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


eo 


FOR STA’ __ Reg. Dist. No. = 
a, ae T. | ptace oF beats | 2. USUAL RESIDENCE (Where deceased lived. If imfitulion: Residence before odminion) 
ee 2. COUNTY ©. STATE b. COUNTY 
aS * Carroll MARYLAND Ohio Cuyahoga _ - 
“Es B. CITY OR TOWN (torte covporae imi, wie RAL ¢. LENGTH OF STAY IN Ib €. CITY OR TOWN {If outside corporote limit, write RURAL ond give nearest town) 
ee ‘ond give seater town) A a 
58% Rural Taneytown ve University Heights / = ~ sty 
gs 5 zg d. NAME OF HOSPITAL OR INSTITUTION (If not in hospito!, give siree! oddrest) d. STREET ADDRESS ih oe. 

i a 5 
Sete > ee ie 8 = _.2307 Lalemont Road ve Ne 
Sele 

Bega 3. NAME OF First ~ Middle Lon! 4. DATE Month Y 

22a DECEASED oF 
3 fee (Type or print) ho BERT~ M, 4. ABEL, an OWAE. se: A ft 9 PRS 
So $25 5. SEX 6, COLOR OR RACE |7. MARRIED [[] NEVER MARRIED $<] | 8. DATE OF BIRTH , 9. AGE in foos  [IFUNDER IVEAR] IF-UNDER.24 HS. 
at 4 a Be he Day H Min, 
(oF E Male White wipowep [J] _—opivorceo [) YS - = 2 Zon. en Piatt |e 
3 ~*. 10a. USUAL OCCUPATION | eS kind of work done] 10b, KIND ‘OF BUSINESS OR INDUSTRY | 11. "BIRTHPLACE (Stote or foreign country) 2, CITIZEN OF WHAT COUNTRY? 
Sa Bek during most of working lite, even il retired) 
yee ___ Air Force U.S. Gov't Cleveland, Ohio | UA Se z 
33 g $5 19, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

D 
bee ag Henry C. Bonacker Mary Jenkins as as iz 
fests 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
a4 & = {Yeu no, ar unknown} {i yan, give wor or dates of service) 

x . 
Pe at Yes Present time Millerd Son & Raper Co., Cleveland, Ohio 
Pn : = a 
+7 4 gs TB. CAUSE be oe ee er per line lor (0). (b). ond a) 3 : a * INTERVAL BETWEEi 
PART I. DEATH W, j : 1 , 
Beers IMMEDIATE CAUSE fo) Fr AG, PITU“LL — CFP EAIM E. LB PU® Pde 
Becoes ¥ , Bi 
er 29 ) ESO. 
Fa53 : Vi] | conditions, if ony, which whrChaesy— Muir p.t Fae, L ftom a J 

&u € = Qove rise to immediote couse DUE TO 
Repos 
Bre 
bo, Oe . — #2. i a = == =, 
a 32 3 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. Neste 
= Dw 
gi58 $ 5 yes] NO 
RY L: ye 
= Pg 8 ‘a & L CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port! or Part Hiol item 18.) 

Svels & AR CONTRIBUTING ©) s 

2p2zs 8 i 42%e no hist. €.. (Lutte Ate yee: © 
Ee a ~ iS = 5 20d. INJURY OCCURRED ee OF mee nis on 120%. City of town) ty) {State) 
mot Ss a Whit Nee wil tory, street, office etc.) | = 

eas 2 eth of work [7] of work tern sgh err tin, Be CL 
7D. 2). U certify that Itaak charge af the remains described abave, held an Autapsy [-],  Inspectian i |, = and in my 
Bowes apinian déath} resulted from: sae 5 causes Accident Suicide [[], Hamicide [[], Undetermined manner 

g20o 
woe 
<= 8550 
2 = ie 3 a ~2- Pied J __ ap, CHIEF MEDICAL ExaMINER [7] DANE 
= o8e e ‘ iF ASSISTANT MEDICAL EXAMINER [7] SJ y 

2 2 EXAMINER'S i % 
ere paw mm SAME Bs : /) A 4S 77 DEPUTY MEDICAL EXAMINER RT es E oS 
Bees: Wa. BURIAL, CREMATION, |72b. DATE THEREOF ic. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, or county) (State) 
ass2 REMOVAL peg’ 
0°05 % Millard Som & Raper Com leveland, Ohio = 
= 23. FUNER mene e FFE, ‘ADDRESS 2. HEB W SEA [26. an eee ATURE 
VS. AISME Uosus S 

5m 2/57 Son, Taneytown, Maryland oat 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 t) g 9 26 
~ 8935 CERTIFICATE OF DEATH 


1 


Reg. Dist. No. 


~ ce fp 
s SF *) [). PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If islitution: Residence before edmision) 
EY 0. COUNTY °.§) b. COUNTY 
rere : Mena “Maryland Carroll 
= Bs b. CITY OR TOWN (If outside corporate limits, write |<, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If auttide corporate limits, write RURAL and give nearest town) 
S$ 6 RURAL ond give nearest town) 
° 32 aneytown 60 yea: : aneytown 
£22 , | &. NAME OF HOSPITAL (If nat in hospital, give street oddress) J. STREET ADDRESS @. 1 RESIDENCE 
os +8 j OR INSTITUTION / ON A FARM? 
2 55 E. Baltimore Street ves 0) NOX] 
: E 
£2 £5 3. NAME OF First Middle Lost 4. DATE Manth Do Yeor 
Q DECEASED Y 
x B- 7 
o 23 (ype or print) he S F, Cashman DEATH August 6 19 58 
et Se: 5. SEX 6. COLOR OR RACE |7. MARRIEDfe} NEVER MARRIED [-] |8. DATE OF BIRTH % AGE tin years 
>: o Yi 
ae: Me White wiooweo[] —_—bivorcep (J 188% Wh 
2 “3 10a. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
viene during most of working life. even if retired) ea 
eee 3 " U 
os Bev Hi e Broke Penna. eels 
© Offs 19. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
2 piety 
© S346 
2 Zee bd ashman Laura E. Sell 
= 2a3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? 116, SOCIAL SECURITY NO. ]17. INFORMANT 
= ace {¥en no, oF vsdnewn} | pes, gee wwe Bem. ot toe 
oan 
2 eee = No 
g Sse 18. CAUSE OF DEATH [Enter only one cause per line INTERVAL BETWEEN 
Dv Fay PART |. DEATH WAS CAUSED BY: 
.S ia § < 7 IMMEDIATE CAUSE (a! 
2) Rene: ~y « DUE TO 
a cap 
=) ea Conditians, if any, which e 
s BEo gove rise to immediate 
St erace couse (a), stoting the under, ( OUETO 
z ce = lying couse last. ©) 
7 a: a 5 im é Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yop] 19. peer oe 
2s0F5 = 
2ag98 3 es no 
Fotss = [200, ACCIDENT WAS UNDERLYING [1 ]20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port lov Port Il af item 1B.) 
2s$2° & [OR CONTRIBUTING [] CAUSE OF DEATH 
gees iv) . ) 
< sve (IF EITHER, NOTIFY MEDICAL EXAMINER! 
ee ae < ee 
Ystss & [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 120. (City oF town) (County) {Stote) 
5.2 2s a eon vert White Not while factory, street, office bidg., etc.) 
zozfe 2 pn 19 lot wark [[) ot work 2 i 
c. “a 
-* 21. | certify thot | rae the deceosed fram, 4...@., WOK, 10. Lrg ly... 99K. thot | lost sow the deceased 
Ssevd 5 “ 
os Ee $5 alive on_____. dA Bg ns ee ne that death accurred ot__Z A “AM, ram the causes and on the date stated abave. 
E = Oso 2 ie ae (Street, city or Sup igh: DATE SIGNED 
sese ~ 
4 EGR. ACTUAL g 470) ¢ 
eyes j sionarure__._S/1 (Vv (NTC GM eee heels MM. ---- EQIP. 
faze 
Zg2a8s PHYSICIAN'S 
Serge NAME tyel_ Thomas H. Legg, M.D. ....Union Bridge, Marylan aot a ee ee yr 
Fd £3 He 2 Zo. BURIAL, CREMATION, 7b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY es LOCATION ot town, or county) (Stote) 
>D oa heeda 
Bie ane Aug. 9, 1958 |Lutheran Cemetery ane a Maryland 
- <a) 


ot CORLL Oe ADDRESS le REC'D BY za ce RAR’S > es, e 
VS AIS 
15 10/57 uss 8/6 Taneytown, Maryland patAUG 7 


ant 


tely filled in by the funeral director, 
Pages 1 and 2 should be filed with 


i 
Rath. 


certificate has been signed by the ottending physician and c: 
Then please remave carbon 


fr attending physician. 
use as the burial-transit permit. 


the registror prior to burial, cremation, or remaval, and in any event within 72 haurs aff, 
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may be retained by the ho 
TO FUNERAL DIRECTOR: Aft 


TO HOSPITAL OR ATTEND! 
pege 3 shauld be detached 


VS AIS (4) 
15M 10/57 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 U § 9 2d 
8931 CERTIFICATE OF DEATH dibeniee 


. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
©. COUNTY 0. STATE b. COUNTY 


Carroll laryland 
b. CITY OR TOWN (If outside corporote limils, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside carporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) 
viesville 2 mos. 16 a Bethesda / 


¢. Pope te Nap (If not in hospitol, give street oddress) d. STREET ADDRESS ; = e Pade. a 
Springfield State Hospital 4541 Windsor Lane ves F] nox) 
|. NAME OF First Middle: Lost 4. DATE Day Yeor 
DECEASED | OF : 
(Type oF print) Catherine Rennecker Benson Castille| tm 12, 198 
$. SEX 6. COLOR OR RACE |7. mARRIEDIC] NEVER MARRIED ["] | 8 DATE OF BIRTH 9. AGE (In yea IF UNDER 24 HRS, 


Female White |woowot ovoreo | July 1, 1899 bas ao. eee ee 


10a. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country} V2. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
- Kentucky USA 


Housewife 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Edward Benson Effie Kennedy 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


{Yes no. ef unknown} UIE yes, give wor or dates of service) 
No - - Springfield Hospital Records 
18. CAUSE OF DEATH [Enter only one couse per line for {0}. {b). ond {c).] OHCET EN Eat 
, PART |. DEATH MEDIATE cavist io.__ Carcinoma of cervix 
ix DUE TO 


Conditions, if any, which (ol 
gove cise to immediote 

couse (0), stoting the under- (Do? 
lying couse lost. fe) 


Paet HW. OTHER SIGNIFICANT Peactlaie wan JO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. WAS AUTOPSY 
Manic depressive reaction, manic type. PERFORMED? 


yes] NO 


Wo. ACCIDENT WAS_UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 18.) 
OR CONTRIBUTING ( CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town} (County {Stote} 
Hour o. While. Not while foctory, street, office bldg., ete.) 
p.m. 19 lot work [] ot work [] 


MEDICAL CERTIFICATION, 


21. | certify that | attended the deceased fromMay-_26, ._____, 19. 5B, tc August 12, 19.58 that | lost saw the deceased 


alive on August U1, _ a 1958 and that death occurred ot LE 3QA_M, fram the causes and an the dote stated abave. 
DATE SIGNED 


PHYSICIAN'S 
NAME (Type} 


To. BURIAL CREMATION, Wb. DATE THEREOF 3 2 =i i ir {Stote) 
Bia” | Aug. 255245 LES ae YZ “Yop 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: é ISPRAR'S SIGHATURE 
Lee Funeral Home -— Washington,D.C. as de aii 


a oe dad MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 USI 
S932 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


Canditions, if ony. which ) CHES lin 
a to immediate couse 
ating the underlying( PUETO 


coure foul. (e. 


FOR STATE Reg. Dist, No. 
HEALTH DEPT. 1, PLACE OF OfATH 2. USUAL RESIDENCE (Where dececied lived. If Institution: Residence before odminion) 
4 0. COUNT; . 
$8.4 maryiano || & STATE ee ; b. COUNTY 
Hy fae ks Au 
ace2 od, &. CITY OF FO A if it ape OL we + ©. LENGTH OF STAY IN Ib || _c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neores! town) 
= hig ealeh te 
sss F- _— — 
gag A ASTER Nt Pf. LY Ay PREVA i oe Se 
b re 4 NAME OF bas OR INSTITUTION {If not in hospital, give’ street address) d. STREET ADDRESS @. IS RESIDENCE 
$588 ANT) ON A FARM? 
23s. Sho LAO : ee 
SSosR 3. NAME OF First Middle Lent 4. DATE Month Doy Year 
So Bang ~aF 4 "i 
neste timer [eho Ey Eioe= | fL 3p Ss 
So = 5 6. COLOR OR/RACE |7- MARRIED [J NEVER MARRIED (_}| 8. DATE OF BIRTH AGE tin ye IFUNDER 1YEAR] IF UNDER 24 HRS. 
ei bt, 2 ighdoy) Months] Doys | Hours | Min. 
ure. / wiooweo [] ovorceo | S/S yes 
> 10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
aa during most of warking lite, even if retired) : 
aaa EMA BolpE fA, WSs A. 
3 3" 13. FATHER": C NAME 14, MOTHER'S _ NAME 
& 
ae YRS PE ABEL BEAVER = 
ees 15. WAS ae EVER INU. 5. ARMED FORCES? 16, ARI SECURITY NO. 17, INFORMANT ‘Addons 
ore fF eninown) | It yes, give war or doten of service) F 
oe t S visa EW AIF Sox 
Zoe 18. CAUSE OF DEATH [Enter only one couse per line far (a), (b}, ond (c).] F Tantervan eer 
ese PART 1, DEATH WAS CAUSED BY: ¢ a eat 
see Fe MEDIATE CAUSE (o Frac Suir - Ls Jo 
e é B * 
A iy, 3 DUE TO 
5 
g 
& 


Chief Medical Examiner's Office clang with form PM3. Po: 


3 shautd be esed os @ burial-tronsi 


2 3 PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 10 DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN FART I(a)]19. WAS one" 
a] MI 

5 O18 ves] 

z & [00, ExteRMAat CAUSE WAS 206, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | qr Port ft of item 18) 

° & | PRIMARY PXer CONTRIEUTING 2 

5 B [CAUSE OF TH, ) 

z iS z Prey Car Timebdee Utredta pt — a — 
°  [20e. TIME OF INJURY —-Month, Doy, Year | 20d. INJURY OCCURRED  |20e. FACE OF INJURY sy form T 1204. (City or town) (County) {Slote) 
= ra} tory, street, office Y 

= 8 Jog om. White Not while’ ory, 9 4 

o ty ag =.3 OWS Flot work [] ot work wt KReuke. (Ler | WesTmins7Tér Canmite Np 


AMINER: This certificate should be executed within 24 hours ofter death. 


” 


ar its designoted agent, prior to buriot, cremotian, ar removal, and in any event 


2. I certify thot | took charge of the remains described obove, held on Autopsy 0. ee tee Inquiry ond in my 


opinion oats resulted from: Naturol couses [[]. Accident Suicide D Homicide (J. Un 


Lhe J. ?, Nearct) Mo. CHIEF MEDICAL EXAMINER [1] — 


wae oe ASSISTANT MEDICAL EXAMINER ia} i 3 
/ | } id R s L DEPUTY MEDICAL EXAMINER’ o- s “Tt 
E THERE 7c. TORY | LOCATION (City. town, or county) ~ (Stote) 


DA AS OF CEMETERY ‘OR CRE, 
pide x, Se TON CE 7127.61, PA at 
do. RECO RP PET SD 2m, ISTRAR'S SIGNATURE, 4 


DATE 


jetermined monner [_] 


AL EX. 


ACTUAL 
SIGNATURE_« 


22g. BURIAL, CREMATION, 
a2 REMOVAL (Specify) 


A should be forworded t 
TO FUNERAL DIRECTOR: 


FERAL DIRECTOR'S St Lee. ‘ 5 ee 
VS. AISME 
5M 2/57 * lotr A" 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 G8929 
5 8933 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


‘OR STA’ 4 Reg, Dist. No. 
er 1, PLACE OF DEATH 2. an RESIDENCE (Where deceosed lived. If inslitulion: Residence before 
+ * a, COUN’ 

$24 M waanavo | WTR RY LAIN D Macs Rite thet : 

#28 B. CITY OR TOWN tute cope it ie HUA c. LENGTH OF STAY IN Tb ©. CITY QR TOWN (If outside corporate limits, write RURAL ond give nearest town) 

* give reorest toma 

Bas RS AN & wy 

23s Vv Ay__Wes. VTOw AI a 

foe d, NAME OF HOSPITAL OR INSTITUTION [if not in hospitol, give street address) . STREET ADDRESS, ©. 15 RESIDENCE 

O28 Mt va j i) fais } ‘ON A FARM? 

sue VU RR ¥ 2 AL ves O No 

Sees Ltd = = — ant Ta = 

£529 3. NAME O First Middle — ost 4. DATE 

2258 DECEASED — OF 

gfey {Type or printf is IG DEATH 

£ofs As tL 

2 3 % 5. SEX Hs. Ector ‘OR RACE [7. “MARRIED SOb-tTEVER MARRIED [-]| 8. DATE OF BIRTH 

mee WIDOWED [] DIVORCED 


L940 
11. BIRTHPLA FALE 2. CITIZEN OF WHAT COUNTRY? 


iL 2Y LAI p 2 ree 


~T14,MOTHER'S MAIDEN NAME : 
: | Bess 12 KEINAMAN } 


10. at OCCUPATION Metts of work done] 10b. KIND OF BUSINESS OR INDUSTI 


fal most of working en if relired) 
FATHER'S NAME 
Zee! tee 2 MMe 
AS DECEASED EVER INU. S. ARMED FORCES? [16. 5 


or 
72 é: 


fe poges } ov 
wi 


a 


emt within 


ificate shauld be executed within 24 hours ofter deoth. If any delay is necessary, please 


BS) 
3 
= 
ms 
eed 
os. 
Pa 
g52t ° RE Se CUTING) ‘Address 
62 E eee onjhewn) {W you givg wor or dotes of service} IL. Ta 
£ 
wigs No__|_\ foo: RSLEANE Faxaen, laney town /Yp 
=. = = 18. CAUSE OF DEATH [Entér only one couse per line for (0), (b), ond (c).] fe aa 
ecae PART I, DEATH WAS CAUSED BY: Ge } “ 
232° Sy IMMEDIATE CAUSE (0) Caeonary $ Oe Lopes ales ok. 
ee 2 
=Ssep 4 r QUE TO ime 
zee 
SEE Canditians, if ony, which ew, Cop Ro WAR CLE KOSIS BERKS. 
ao & i gove rise lo immediate cours <7 
Sao {o), ot the underlying( PUE 10 # 
eee cavie fo a baa (e) = SEX} ae 2 2 ie = # 
eos 4 PART li, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Malis. was AUIORSY 
ou ‘ORM 
S35 r4 ee. ves) Nowy 
re ae 200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port tor Port it of item 18.) 
Sv sie PRIMARY (J af CONTRIBUTING (9 
2o2RE CAUSE OF DEATH. 
ee a SS ae eee 
Ee e222 20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, ia Heal (Gily or town) (County) {(Stote) 
g=on2 Hour 9, m. While Not while Cea sect, Mriee ea Heide 
2 $ p.m. Ww ol work [} of work 
By eS 7 r F ms : 
e: a 21. I certify thot | took chorge of the remains described above, held an Autapsy [_], Inspection Pq, Inquiry Rg” and in my 
a sBes opinian d, resulted from: Notural couses Accident [[], Suicide [[], Homicide [[], Undetermined manner 0 
28552 7! 
VEriy J A) DATE SIGNED 
a5 Sf = aes eke ecu | A. tf a Mo, CHIEF MEDICAL EXAMINER [7] 
: 232 fs a Ce f wes Th V2? /) ASSISTANT MEDICAL EXAMINER [—] UY SS 
rig? | | a 8 
BLzes 4 NAMES pe) \ 4 ES thes Ae DEPUTY MEDICAL —— ex 
eas To. BURL BURIAL, CREA’ Sep 7b. DATE THEREOF | 7c. NAME bis Ht CEMETERY OR CREMATOR) linet — town, or county) Sige 
Ose. REM ity) 
ot ~o8 Maas 7. LT Olde IN MA p 
seas 9 ap ORS Si ye ao. REC'D BY ttene a, REGISTRAR'S SIGNATURE 
YS. AISME 
8M 2/57 a fy hf ABLL A Ae 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 rr S 9 2 () 
CERTIFICATE OF DEATH mee 


1 ee Saal DEATH a bes Ua ag (Where deceased lived. If institution Residence befare admission) 
oO. 


° b. COUNTY 
ARR OL = MARYLAND >. iy, fi Ue, 


If autside carporate limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN {If outside corporate limits, write RURAL ond give nearest town) 


ators ps boon Ss BiDG E 


d. NAME OF HOSPITAL {If nat in hospital, give street address) » ¢. STREET ADDRES. e. IS RESIDENCE 
par Lael f ON A FARM? 


Bac DQ x yes [1] NO 
a ae <= 7 First Middle 

{Type or print) J OH /\ ;, 
5. SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED [7] /8. DATE OP-BIRTH 
fi Pye : 
10a. USUAL OCCUPATION {Gi eae af work done|]0b. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (Stdte or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

Ayring most of working life, even if retired) h 4p . 


ie, ‘ATHER'S NAME 


letely filled in by the funerol director, 
. Poges 1 ond 2 should be filed with 


1s. ws DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. 
ver. ne, oF nm [11 yes, give wor or dates of service) 


ff 
1B. CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond (c).] INTERVAL BETWEEN’ 


PART {. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} 


Yuy x DUE TO 


Conditions, if ony, which . 
gaye rise ta immediate 

cotse (0), stating the under- ( OUETO 
lying couse toast. 


Part Wl. OTHER st aks CONDITIONS. CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) | 19. baal ary 
— 


(Dar wre —— yes] No fg-~ 


300. ACCIDENT WAS UNDERLYING C1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port tar Part IN af item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(UF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, a. Yeor | 20d. INJURY OCCURRED 20e, PLACE OF INJURY (Home, form, 5 20f. (City or town) (County) {Stote) 
Hour a.m. While __ Not are Tees Site Gee eit 
aes, lot work [J of work 


21. | certify that | attended the deceased fram. TR OL WSE a Leecn. 1/1922 that | lost saw the deceased 


alive on___ (eet) If wil. ond that death accurred ae fram the causes and an the date stated above. 
Sons aad (Street, uy fawn, 


thin 72 hours gs 


~ 
Py 
B 
° 
2 
€ 
7° 
& 
6 
iS 
5 
3 
= 
< 
a“ 
= 
= 3 
= 
Be} - 
= 
ey 
heat) 
S 
3 
2 
a 
£ 
roy 
AS 
8 
$ 
<3 
° 
° 
Bo) 
o 
= 
° 
= 


jires 


: The low requ 


moy be retoined by the hosg“gal or ottending physicion. 
Aft certificote hos been signed by the ottending physicion ond 


Use 0s the buriol-tronsit permit. Then pleose remove corbon 


MEDICAL CERTIFICATION 


iG PHYSICIAN: 


¥ 


poge 3 should be detoched 


to buriol, ¢remotion, or removol, ond in ony event wi 


ACTUAL 
SIGNATURI 
PHYSICIAN'S : 
NAME (Type) he D € : 
2p. BURIAL CREMATION, fi ah THEREOF Ze. NAME OF CEMETERY OR CREMATORY 229. LOCATION (City, town, or county) 
Ly: wma 0 yy , %: ee FE , 
t (lA l? lid ib fl 
a pana omy RES Wy 2a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
Buel eH aka r 7A) AUG 15°58 Orban £ 
) eve Ce focrvh ard Wp 7A A815 58 | Ota zs 


the registror prior 


TO HOSPITAL OR ATTEND! 
TO FUNERAL DIRECTOR: 


Pps 
=> 


etely filled in by the funeral director, 


#: 


Then please remave carban p: 


ficate be executed within 24 hours after death: Page 4 
remation, ar remaval, and in ony event within 72 hours after deaths, 


certificate hos been signed by the attending physician and 


ar attending physician. 


G PHYSICIAN: The law requires thot the death certi 
use as the burial-tronsit permit. 


¥ 


TO HOSPITAL OR ATTEND! 
may be retained by the ho: 

TO FUNERAL DIRECTOR: Af! 
poge 3 shauld be detached 
the registrar priar to burial, 


VS A15 (4) 
15M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 GS931 
Q CERTIFICATE OF DEATH 


i C5 Reg. Dist. No. 
2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 


1, PLACE OF DEATH 


©. COUNTY Carrell 0. STATE Wa ryland b COUNTY Balto, City 
b. ES es (lf re corporote limits, writ ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town! Vv 
vykesville 32yrs.lOmoselpdays:' Baltimore Eee 2 
da. pear ed ae (If not in hospital, give street oddress) d. STREET ADDRESS a ray 3 
Springield State Hospital 2037 Eagle Street vesC] Nom 
3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
{type oF pin) Ida FRIEDLANDER | beam August 3, 1p 98 
HRs. 


5. SEX 6. COLOR OR RACE |7. MARRIED PX) NEVER MARRIED [-] | 8. DATE OF BIRTH once {ieyzor IE UNDER 1 YEAR| IF UNDER 24 
fbirthdoy) | Months] Dc Hi Mi 
Female | White wivowen [] pivorcen [} Unknown 6 vine | ese hea 


< 


-—— 


10a, USUAL OCCUPATION (Give kind of work done[ 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


) Domestic - Russia Russia ia 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Abraham = Betty - 
ce WAS. tele oe i U.S. bal each rons 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Papin Ses ves bd eres fase 
No = ° Springfield Hospital Records 


18, CAUSE OF DEATH [Enter only one couse per line for (0). {b). ond {c).] 


PART 1. DEATH WAS CAUSED 8Y: 
IMMEDIATE CAUSE (0) 


INTERVAL BETWEEN 
bain oi? DEATH 


DUE TO 
ony, which o 
gove rise to immediote 
couse (0), sloting the under { CUETO 
lying couse lost. (©). 
rs Past Il. OTHER SIGNIFICANT CQNDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
2|sehdzophrenie reaction, old types PERFORMED? 
s yves(} NOX] 
= 200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
& | OR CONTRIBUTING C] CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 
& [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED — [20e. PLACE OF INJURY tHome, form, | 20F. {City or town) {County) (Stote) 
evi oun! White Not while factory, street, office bldg., etc.) | 
Es p.m, 19 [ot work [7] of work H 
21. | certify that | attended the deceased from October 20, , 1994_, toAu st 3, 1922_.,that | last saw the deceased 
, fram the causes and an the date stated abave. 
is ADDRESS (Street, city or town, stote) DATE SIGNED 
ACTUAL bern CE An i 
Sethe wo, Springfield State Hospital 8/4/58 
PHYSICIAN'S 
NAME tyee)_Edyumd Tas M.D Sykesville, Maryham@ oo acccccccccencccsen: 


HAL, CREMATI 
REMOVAL {Specif, 


ah 
| 220. DATE 2c, NAME OF CEMETERY DR CREMATORY 72d. LDCATION (City, town, oF county (tote) 
em Z ae ig 
Lat A eth la AN ay fo z 
. FUNERAL DIRE ORs SIGNAIEHE 3 ADDRESS AZy 2. Be 24a. REC'D BY REGISTRAR | 206, REGISTRARS SIGNATUR 
Fla ez 2 eta Lote S¢ @LOEs pate ANGE ‘58 Cir dead 


with 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
8936 CERTIFICATE OF DEATH 


08932 


Reg. Dist. No. 


1 Ls Se tne 2. bcos age? (Where deceased lived. If institution: Residence before admission) 
o. ul : o. b. COUNT, 
* MARYLAND 
arroll and Garrett 


b. CITY OR TOWN {If outside corporote limits, write 
RURAL ond give neorest town) 


¢. LENGTH OF STAY IN 1b 


©. CITY OR TOWN (If outside corporote fimits, write RURAL ond give nearest town) Wy) 


pletely filled in by the funeral director, 
rs. Pages 1 ond 2 should be fi 


et 


lea 


# 


Then please remave corban 
‘\ 


a 


See 


that the death certificate be executed within 24 hours after death: Page 4 


ires 


is certificate has been signed by the attending physician and 
-transit permit. 


‘or use as the burial: 
cremation, ar remaval, and in any event within 72 ho 


¥ 


poge 3 shauld be detache: 
the registrar priar ta buri 


~ 


may be retained by the 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requ 
TO FUNERAL DIRECTOR 


Sykesville OS » 2d: Friendsville, Maryland 11 X 
d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS @. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
pringfield State Hospital vee) NOD 
3. NAME OF First Middle lost ‘4, DATE Month Day Yeor 
DECEASED OF 
(Type or print) Mollie Friend DEATH August 15 19 58 


7. MARRIED [] NEVER MARRIEOJC] | 8. DATE OF BIRTH 


5. SEX 6. COLOR OR RACE 2 peaked IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Saree LEeoe 3 
Female wipowep] —_—oivorceo [] S/i/75 o Pe ae ale See 
100. USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Housework - Herne | waryiena U.S.A. 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Isaiah Friend Julia Casteele 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Fes. no. oF unknown), IW yes, give wor oF dotes of service) 
no - Springfield State Hospital, Sykesville, Md. 


18. CAUSE OF DEATH {Enter only one couse per line for (0). (b). ond ().} INTERVAL BETWEEN 


PART t. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (0! 


M DUE TO 


Conditions, if ony, which e 
gove rise to immediote 

coute (a), stoting the under. { OUE TO 
lying couse lost. © 


MEDICAL CERTIFICATION 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mop] 19. SEeporie: 
Senile Psychosis, agitated type. Macrocytic anemia. ves] NoX] 
20a, ACCIDENT WAS_UNDERLYING () 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Ul of item 1B.) 
OR CONTRIBUTING 1) CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) . 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY tHome, for: ‘20F. (City of town) (County) (Stote) 
Hour 0. m. White Not while foctory. street, office bidg., etc.) | 
Pm. 19 fot work [] of work [J i 


21. | certify that | attended the deceased from October 29 _, 19.51), to August..15-.. 19.58.,thot | lost saw the deceased 
alive on_Augnat hy) ond that death occurred ot_622U8M, from the causes and an the date stated above. 
“y 


cai) ES 
ra S ADDRESS (Street, city or town, stote) DATE SIGNED 
Stee Ceara lane, _Syemevitin, Maryland. B/1S/SR 
NAME (hee) Samund Lusthaus, M.D. _SBringfs 
SAT le/izjiese Hovee” Commeery™” — [Barrete"dounty, ua, 
P*) 


[23. fury P Br's SIGNATI yf ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
TY xp2cg 6 Oakland, Md. oarAUG 1 9°58 Onthun § Hiatt 
MTOR: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 06933 
8937 CERTIFICATE OF DEATH tc uee 


idence before admissiog 
U, 


al 


tor, 


wi 


1. PLACE OF D5ATH 
o. COUNTY} 


ed. If institution 2 
b. COUNTY 


jirec! 


MARYLAND: 


Pe 
b, CITY OR TOWN (If outside corporote limits, write pe LENGTH OF STAY IN 1b 
RURAL and gi nequgtt town) 


NUECLLA LH CLG 2" AS 4 


d. NAME OF HOSPITAL (If not in hospital, give streef address) 
OR INSYTUTION 
3. NAME OF Fitst Middl, 
DECEASED | — 
(Type or print) fa [| AY Saar 
6. COLOR OR RACE | 7. marrieD hy) NEVER MARRIED [-] | B/PATE OF BIRTH ; 1 
wibowen [] Divorced [] As 7 


letely filled in by the funeral di 
rs. Pages 1 and 2 should be filed 


a 
¥WOo. USUAL OCCUPATION (Give kind of wark done] 10b. KIND Moe ee ° RY | 11. 12. CITIZEN OF WHAT COUNTRY? 
during mostpt worki ven if retired) i 2 ) S 
wes \ O ptt \ 
525 J ye “ATHER'S NAME "§ MAIDEN NAME 1 
c = ‘ 
° yP “A 3 
Hea toa bd KEM a, bcd he. 
Ae 3 3, WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. [i7. INFORMANT 
see fen, 00. 9 Ill yas, give wor oF dotes of service] 
Py Rg Vy A 
$8 
er 18, CAUSE OF DEATH [Enter only one cave INTERVAL BETWEEN 
26% PART 1. DEATH WAS CAUSED BY: haan bs 
aes IMMEDIATE CAUSE (0) 
ses ut DUE TO 
Bz > Conditions, if eny, which 
BEo gave rise to immediate 
sic couse (a), stoting the ynder- ( OUETQ 
ea ao, 
Sees 
Bese 3 Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATHOT NOT RELATED TO THETENIATONE DISEASE CONDITION GIVEN IN PART I{0}|19. WAS AUTOPSY 
RBES na le PERFORMED? 
S506 als ae yes] NO 
DeRs = [200. ACCIDENT WAS UNDERL 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Part Wl of item 1B.) 
gear & [OR CONTRIBUTING CT CAUSE OF DEATH er ae ne 
cess G | (IF EITHER, NOTIFY MEDICAL EXAMINER) = 
Zeae z T= a a i. a PR 
35858 & [2%c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, cig 1 20F, (City ar town) (County) (State) 
5.2 es 3 Hour a. m. While. Nat w} factory, street, office bldg., etc.) 
2 ns —- 
se : 5 = p.m. jot wor-fetwork ££] a — —_— 
5 ot trdeed, 
sf ae OF WALT, tok ltAG ee <z., 194 d-,thot | lost sow the deceased 


’ 


By 
35 5 hot deoth occurred MEE |» from the causes ond on the date stoted obove, 
é 6 3 z "ADORE (Street, city oF town, state) DAJE SIGNED 
BGee 
Qa B5 | [stonatyre/ “SSPE OO LL AOL. ele ef KER > 
£azs ! 
8485 ge 
zit ALG LAM Ln 
£309 

of 
5296 4 
Egat pt 

ie 


=< TO HOSPITAL OR ATTENDING PHYSICIAN: The fow requires thot the death certificate be executed within 24 hours after death: Page 4 


a 
= 
2a 
as 


f O-t< tit 
2g PYNEDAL DIRECTOR'S a, 2éa. REC'D BY REGISTRAR Zab. REGISTRARS SIGNATURE 
ae R Se eee, DagEP 2 _'58 Catton f Hat 


—— 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
x t 8938 CERTIFICATE OF DEATH 


US9s4 | 


- Reg. Dist. No. 
rae wi 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceoted lived. IF institution: Residence before odmission) 
8 0. COUNTY Carroll 4 -" aan 0. STATE Ma b. COUNTY Balto 
V= e e 
Be b. CITY OR TOWN (If outside corporote limits, write |<. LENGTH OF STAY IN Ib || ¢. CITY OR TOWN {If outside corporote limits, write RURAL ond give neorest town), 
oo RURAL ond give nearest town) v 
32 Sykesville Reisterstown ( ~~ 
is a4 d. He ieee Legal: (IF not in hospital, give street address) d. STREET ADDRESS e@. Oaener ans 
Ses rand View Nursing Home 620 Main Street ves] NOP 
ce 
£65 3. NAME OF First Middle lowt 4. DATE Month Doy Year 
- DECEASED OF 
2 3 (Type or print) Ruth E. Garman DEATH Auge 11 19 58 
=e 8. SEX 6, COLOR OR RACE |7. MARRIED] NEVER MARRIED [] |® DATE OF BIRTH 9. AGE {in yeors [RUNOER YEAR] IF UNDER 24 HE. 
ithdoy P 
S. a a tA ba eel eee el 


d 
Jeary 


Be USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Housewife Balto. Maryland USA 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Charles Glaenzer Regina Wagner 


TP ReCe ES cry! Ys Pane gute tone 16. SOCIAL SECURITY NO. |17, INFORMANT Address 
No No None Mrs.Elsie P.Hale Reisterstown,Md. 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), ond (C).] 


ea EAT MEDIATE CAUSE fo tensive cardiovascular disease 


INTERVAL BETWEEN 
gin | AND DEATH 
ie) 


s 


Then please remave carbon 


DUE TO 
Conditions, if ony, which ) 
Gove rise to immediote 
co¥ie (0), stoting the under. ( CUE TO 
lying couse lost. ?) 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o} 119. pease he 


yess] notre 
200. ACCIDENT WAS UNDERLYING [J } 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port If of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY fHome. form, | 20f. (City or town) (County) (State) 
Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
p.m. 19 lot work J ot work [1] i 


21. | certify that | attended the deceased fram._. -. 19.20., ta... AUge 11, 19.58. that | last saw the deceased 


cate has been signed by the attending physician and 


or attending physician. 


is ci 
r use os the burial-transit permit. 


the registrar priar to burial, cremation, ar remaval, and in any event within 72 haurs after di 


z 
Q 
= 
< 
ie 
= 
& 
5 
Vv 
< 
¥ 
a 
fr 
= 


1G PHYSICIAN: The law requires thot the death certificate be executed within 24 hours ofter death. Page 4 


8 i 3 alive an__ Aug. -—--. 12_22___, and that death accurred atdsl5 Am, fram the causes and on the date stated above. 
E 25) 3 y ADDRESS (Street, city or town, stote) DATE SIGNED 
se: ee "aon no, _Liberty Road at Elderstyrg 
car ay ‘ 

2593 PHYSICIAN'S Wn. H. Lawstn, Jr., HD. kesville P.O. ‘land 
Seae NAME (Type) 2 , nie Lil apie gs A Mr" S ae ee em, Co ae 
3 23 ‘e ‘220. BURIAL, Cre AUON ‘2b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 272d, LOCATION (City, town, or county) (Store) 
= p28 Buvter”’ | aug-13,58| Louden Park Cemetery Baltimore Md. 
2 2 x 23. FUNERAL DIRECTOR'S SIGNATURE ADORESS 249. "PD BY BEGISTRAR RE eae IGNATURE” W3 

BAe J.F.Eline & Sons Reisterstown,Md. AUG if 2 \9b VAAL. A Msc 


MARYLAND STATE DEPARTMENT “gh HEALTH—BALTIMORE, 18 


"S@ERTIFICATE OF DEATH” — §8935 


- Reg. Dist. No. 
2 PLACE OF DEATH 2, USUAL RESIDENCE (Where doceosed lived. If imtiution: Residence before odmission} 
= ND b. COUNTY 
3 Carroil MARYLAND TF Ma: Maryland City 
% Bb. CITY OR TOWN {if outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outtide corporote limits, write RURAL ond give nearest? town) / 
g RURAL ond give nearest town) é ‘ s VA 
3} Sykeeville 2m 10 days Baltimore 3 Yo/-y 
2 ‘d. NAME OF HOSPITAL {if not in hospital, give sireet oddress) @. STREET ADDRESS Madison Ave. fe. IS RESIDENCE 
= - OR INSTITUTION = ON A FARM? 
aoN/ Springfield State Hospital udd gy Mes} /Hdele fWidds gy /ky¢ Yes] No PY 
is 5 3. NAME OF. Fint Middle lost 4. DATE Month Day Yeor 
23 (Type or print) Lillie Mae Garrett DEATH 8 15 19 58 
~o 5. SEX 6. COLOR OR RACE [7. MARRIED [] NEVER MARRIED [PX] | 8. DATE OF BIRTH 9 AGE In yeors IF UNDER 24 HRS 
= Ey birthday) Min, 
Sa Female White widowed [1] Divorced] | 5 = 2 = 76 “ 

- 10a. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

during most of working life, even if retired) 


U.S.A. 


death, 


= 


Maryland 


14. MOTHER'S MAIDEN NAME 


Sarah 4 


13. FATHER'S NAME 


James Garrett 
1S. WAS DECEASEDEVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT 
(Yer, no. oF unknown) UE yes, ve war or dates of rerice) 
uikn Springfield 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b). ond {c).] 


2) CAT MESA CaSE fo) Arterioscler@tic heart disease 


ULAO.O ' DUE To 


Address 


Hospital Records 


INTERVAL BETWEEN. 


OBA RE DEATH 


Then please remave carbon pi 


gove rite to imm: 
cause {0}, stoting the under- 
lying couse lon. ©) 


is certificate has been signed by the attending physician and ¢, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The faw requires that the death certificate be executed within 24 haurs after death. Page 4 


5 
2 
w 
& 
© 
£ 
3 
3 
3 
3 
ca 
ES 
gc 
Ecae 
3e5° Zz ee Te ORDITIONS CONTRIBUTING TOE AT 0) i DITION GIVEN IN PART 1 WAS AUTOPSY 
ae an pe uiteee if perrte SESS WELCH BEYER eae ah Ka) ERFORMED?- 
a5g6 VS ae 8 srig ves) No Ph 
aces & [200. ACCIDENT WAS UNDERLYING | 200. Hoek HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Port Il of item 1B.) 
eva? es 
iB ome & | OR CONTRIBUTING CO) CAUSE OF DEATH 
gees © | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
SESS & *]& ]20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED —[20e. PLACE OF INJURY [Home, form, 120 {City oF town) (County) {Stote} 
SY ss ye io Hour 0. m. While __ Not while foctory, street, office bldg., etc.} 
aan as 2 Bem. 19 lot work [J ot work [J { 
v . 
s 3 21. | certify that | attended the deceased from._____ 6. oa eves r 1958, t 8a 5. eK 58 thot | last saw the deceased 
23 
6. 3 3 : on - 1929 ;-+ and that death occurred at + 10: 5B, from the causes and on the dote stated above, 
=O So a ADDRESS (Street, city or town, stote) DATE SIGNED 
Boos peed, 
peas M.D. 2 
Baza 
Sane JAN'S 
exes l (Type) Edmund Lusthaus M. Ee 
22° D [Bic. BURIAE™CREMATION, | 27. DATE THEREOF R (22d. LOCATION (City. town, or county) {Stote) 
>> Ss preuovn' L (Specify) » ra {7 wh t / 
Eg 8e $15 ZY Ll. ~ | 3a ths v4 Mr 
= mre gy ao. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS A15 (4 a 
5a 10/57 Kitch | Oy Let £ ome iG 2.1 '58 Onthun 8, Foch 


ol 


ely filled in by the funeral director, 
s. Pages 1 and 2 shauld be filed with 


sé remave corban pi 


‘€remoation, or remaval, and in any event within 72 haurs ofter di 


that the death certificate be executed within 24 hours after deoth: Page 4 
Then pl 


certificate has been signed by the attending physician and ¢ 


ir attending physician. 
use as the buriol-transit permit. 


> 


may be retained by the hos 
TO FUNERAL DIRECTOR: Aft 
the registrar prior ta burial, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires 
page 3 shauld be detach 


Vs Al5 (4) 
15M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
940 CERTIFICATE OF DEATH US936 


S Reg. Dist. No. 
Ss CO gs 2 ec thd (Where deceased lived. If institution: Residence before admission) 
Carroll MARYLAND Maryland b-county Balto,City 
/ S b. Etat ond ge ce limits, write | ¢. LENGTH OF STAY IN Ib. c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) V 
: esville hyrs .9mos days: Baltimore 1) odd 
d. CAE or eile (If not in haspital, give street oddress) d. STREET ADDRESS et. aya. 
Springfield State Hospital 5016 Pilgrim Road ves) No’ 
2 pee First Middle lost 7 4. pare Month Doy Yeor 
Rae Mary Elizabeth Parker GROSS Stata August 4, = ,, 58 


9. AGE (In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
yee Manths | Doys eas Min. 


5. SEX 6 LOR OR RACE | 7. MARRIED [] NEVER MARRIED [} B. DATE OF BIRTH 
Female | White’ |) eee owe | October 22, 1872 


yn. 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
I Housewife - Maryland U.SeAe 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Frederick Parker Justina Davis 
ie WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(es. oF unknown) {It yer, ge wor oF dates of sernice) 
No = - Springfield Hospital Records. 
18. CAUSE OF DEATH [Enter only one couse per tine for (0), (b), ond (c).] INTERVAL BETWEEN. 
PART 1. DEATH WAS CAUSED BY: + f heart Onset AND DEATH 
IMMEDIATE CAUSE [o)_ Passive congestion o: a ys 
L}< ’ DUE TO Y 
Gondiionteitiany whith ie Arteriosclerotic heart disease ears 
gove rise to immediate 
couse (a), stoting the under. ( OVE TO 
lying couse fost. a) 


c Sab idhbovpaededatal GROUSE UME anetE Old sik Wro netm deine ny bebo wer bear 10)/19. was aurorsy 
brain disease with psychotic reaction. ves] No PQ 


2a. ACCIDENT WAS UNDERLYING [1 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year }20d. INJURY OCCURRED | 20e. PLACE OF INJURY tHome, ses 1 20F. (City or town) (County) (State) 
ites White __ Nat while foctory, street, office bldg... 
p.m, 19 fot work [J] of work [J Hf 


pie ' a that | attended the deceased from October 20, 192%, roAugust ices, . 1925 that | last saw the deceased 


MEDICAL CERTIFICATION 


‘-M, from the causes and on the dote stoted above. 


u Perel ores , and thot deoth occurred ot 4206 
° ADDRESS (Street, city or town, state} DATE SIGNED 
ACTUAL ae srnof CA uo, Springfield State Hospital 8/4/58 


| [Rae NAME (Type) Edend_ Lusthaus _Sykesville, Maryland 


[2% eURIAL REMATION, 7 DATE THEREOF  CREMATORY7 es g 
— el as tee 25" SEK 
ee), Li4 


23, FUNERAL DIRECTOR'S Le oa oe / heade Vi, Jaa, REC'D BY REGISTRAR 206. er ee oe a 
rirnds df vf onl 7 58 (Rt a 
WA 


filed with 


be 


letely filled in by the funeral director, 
Pages | and 2s! 


s 


Then please remave carbon 


L, and in any event within 72 hai . 


ar attending physician. 
is certificate has been signed by the attending physician and 


use as the burial-transit permit. 


si 
|, €rematian, ar remava 


page 3 shauld be detached 
the registrar prior to buri 


ined by the hos, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


TO FUNERAL DIRECTOR: Afi| 


= 


23. Fi rena DIRECTOR'S 75 UR awe aM, fed " (2 on D'BY een _ REGISTRAR'S SIGNATURE 
eZ) Avi. OMI AWE UY Cityntpwilry_4 = & ATE Uthnn 0 


-MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
» 8941 CERTIFICATE OF DEATH 


u$937 


Reg. Dist. No. 
. PLACE OF DEATH. 2 iat eho (Where deceased lived. If institution, Residence before admission) 
0. COUNTY Dp pero Rife iaseo STATE 2 b. COUNTY > 
4 


c. CITY OR TOWN (If outside carporote limits, write RURAL and give nearest tawn) 


Wi IIMIN STE 


b. CITY OR TOWN (If outside corporote fimits. write | c. LENGTH OF STAY IN 1b 
RURAL ond give hearest town) 
RupnkWe ee 77 VR 


Mae} {f' 


4. wilt ‘OF HOSPITAL (If not in hospilol, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ; , , ‘ON A FARM? 
ae) rove y Ra. ves] Noo. 
3. NAME OF Fint Middl lost 4. DATE hoes ¥ 
DECEASED L CLA te cai %: OF A ce ey a 
(Type or print) PA A DEATH UL (>, f 19 ss 


5. SEX cam 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED ri . DATE OF BIRTH 7° AGE IF UNDER 1 YEAR} IF UNDER 24 HRS. 
donald Do H Min. 
& ZA wioowen GX  oworceo O | AY Pye 21, / a pans gia Bl jours | Min: 


100. USUAL OCCUPATION (Give kind of work dane] 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE 4State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
cara most of working life, even if retired) 


Q cb [D_- b= 32 -Awze 


13. FATHER’S NAME s 14, MOTHER'S MAIDEN NAME x 


EITZAN¢ gLLEN BAYS ATHE BR 
be ie ge Jane Hh lb se ta eit 16, SOCIAL SECURITY NO. ? INFORMAI ddress i v2 rr, 473 = RTyY 
> — 


18. CAUSE OF DEATH [Enter anly one cause per line for e (b), and (c)-} 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a! 


INTERVAL BETWEE! 
ONSET AND DEATH 


ay 


Y ‘i DUE TO J : 
Conditions, if any, which i" 
gave rise to immediote 
cotse (0), stating the under. ( OUETO 
lying couse last. (e) 
Pa I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1)]19. WAS AUTOPSY 
ON, ves) Nol] 


200, ACCIDENT WAS UNDERLYING 2 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part tar Port II of item 18.) 
‘OR CONTRIBUTING CF) CAUSE OF DEATH] — 
(IF ESTHER, NOTIFY MEDICAL EXAMINER) 
'20c, TIME OF INJURY Month, ae Year | 20d. INJURY OCCURRED 20e. isles? OF INJURY {Home, farm, ¢ 20f. (City or town) (Caunty) (State) 
Hour 0. m. While Nat ie factory, street, office bidg., rete.) $f 
p.m. lot work [] of work — ‘ 


21.1 certify that | ottended the deceosed from O.r4_+ 7 AAG 14", 192 E that | lost saw the deceased 
pa 4 SE, 120 SB, ond tiGt death occurred othe 


+ 4 
9 
ix 
< 
"2 
= 
3 
& 
5 
ie) 
= 
2 
6 
2 
= 


alive on_. , from the causes ond on the dote stoted above. 
yy, ADDRESS (Street, city or town, stote) DATE SIGNED 

ACTUAL o . ’ 

SIGNATUR PE ci AAA Aang EE as MO. Poe eee oe TT ee 

PHYSICIAN'S + Z 3 

NAME (YP) : RS ly we RE ee ee 


[220. BURIAL, CREMATION, | 22. DATE THEREOF] 22c. NA A DATE THEREOF ME OF a; CEMETERY.OR CREMATORY 22d, LOCATION { a fawn, af county) (Store) 
on ee (Specify) es: Nef f ° 
ip NEF ) & f/ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. Page 4 


ar attending physician. 


etely filled in by the 


4 


may be retained by the hos 
TO FUNERAL DIRECTOR: Aft! 


te has been signed by the attending physician and ¢ 


page 3 shauld be detached Per use as the buria 


- Then please rem 


_MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
» §942 CERTIFICATE OF DEATH tp. wr. nF OTTO 


. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. IF institution: Residence before odmission) 
0, COUNTY ATE 


maryianp || ° 9” b. COUNTY 
yland 


b. CITY OR TOWN {If outside corporote limits, write | c. LENGTH OF STAY IN Yb. 


«. CITY 2 TO NN (If outside corporate limits, write RURAL ond give nearest town) 
RURAL ond give neorest town) 
Ss YORES % aneytown 
£ d. NAME OF HOSPITAL {If nat in haspital, give street oddress) , d. STREET ADDRESS e. IS RESIDENCE 
4 OR INSTITUTION: ON A FARM? 
= Frederick Street yes (NO GE 
6 3. NAME OF First Middle Lost 4. DATE Month Ooy Yeor 
=- DECEASED | OF 
& (ope ee pian Katherine Hemle DEATH August 23 1958 
& 5. SEX 6. COLOR OR RACE 17. sarRIeD Et NEVER MARRIED [-] | 8. DATE OF BIRTH Do iba IF UNDER 1 YEAR] IF UNDER 24 HRS. 
Min, 
Female White wioowen EF] oivorceo [} | S86 aw 

a 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stole or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
26 during most of working life, even if retired) 
53 Housework Qwn home Delaware U.S.A. 
a 3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
8 

¢ f ohn tMegee 

ra 15. WAS DECEASED EVER IN U. S. ilegee FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


“a Pits eee eee 3-M1-3804B Mr. Pius Hemler, Taneytown, Maryland 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond {c)-] INTERVAL BETWEEN 


PART DEATH WAS Ai eave io. _APteriose lerotic Disease 10 yrse 
4A0 DUE TO 
Conditions, if ony, which ( 3 


gove rise to immediote 
couse (0}, stoting the under- DUE To 
lying couse lost. {o). 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART oj} 19. Seni 
Intertrocnanteric Fracture Rt. hip_7/6/58(Netifi ves) NOR) 


200. ACCIDENT WAS UNDERLYING [} 
OR CONTRIBUTING CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enier noture of injury in Por! 


Fell on floor /22.0 


‘or Fort Il of item 48.) 


‘ematian, ar remaval, and in any event within 7: 


MEDICAL CERTIFICATION 


PO: TIME OF INJURY Month, Day. Year [20d. INJURY OCCURRED [20e. PLACE OF INJURY ina ey 120. (City or town) (County) (Stote) 
Hour o. m. fy HP Not whil loctory, street, office lc. 
Onm © 6 1 SRN  oeon aa | Taneytown Carroll Mad. 
21. | certify that | attended the deceased framFeb, _3..____ 9A} to AUS». 23__... 195B._,that | lost saw the deceased 


alive on AVZe 25 1 58... and that death oe ge. P_M, fram the causes and an the date stoted abave. 
Se T aooress (Street, city or town, stotey B/2H/ Separe sicneo 


a. 
Ve wo. 49 Frederick St.-aneytowu, Md. 
Name(s Re S. MceVaugh 


the registrar prior to buri 
— 


Ze. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) : 
REMOVAL (Specify) 
< 28 lets osenh's emetery aneytown Maryle 
Pt ry ECTOR'S SIGNATY 
VS ANS (4) 
1SM 10/57 ss Ac © 


24a. REC'D BY REGISTRAR ‘2db. REGISTRARS SIGNATURE 


pate AUG 2 6 '58 Onthun £, Aaa 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ; 
CERTIFICATE OF DEATH - §8939 


9) 
~ ee ¢) Reg. Dist. No. 
8 . 5 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institution. Residence belore admission) 
Q 2 _ o b. COUNTY 
- 33 Carroll MARYLAND Maryland Balto,City 
€ 3 rf B. CITY OR TOWN [If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
e s eon ond give neares! town) i 4 
2 $2 esville 1 mo. 18 days: Baltimore 2h YO} =u 
= eo — d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d, STREET ADDRESS ‘e. 1S RESIDENCE 
2 £2 
: as /° | Springfield state Hospital 530 S. St: st EO Nod 
2 RS ospita reeper sD) NO 
§ 25 £: eS * O 
o e«& , 
<= au 3. NAMI First Middle Lost 4. DATE Month Day Yeor 
ve peceao OF 
a 2; {Type or print) Annie Margaret Voglesang HESELBACH | bam August 19, 19 58 
ray 5. SEX $. COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED B. DATE OF BIRTH 9. AGE (In years IF UNDER 24 HRS. 
= 36 iy fo neal Hours | Min, 
2° Bae Female White wiooweo BF —oworceng]? | May 20, 1870 fsa : 
2-“@: 100. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3: & during most of working life. even if retired) 
Ed Housewife - Maryland US 
QO 
2 oem 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
> cane 
§ ; 
23 ; ape Conrad Voglesang Margaret Ott 
= 508 1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
> a a = TYes. ne oF unknown) {IE yes, give wor oF dates of service) r 
S pen No - : Springfield Hospital Records 
<2 £8 
3 Es é 1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] INTERVAL BETWEEN! 
ee ore PART. OEATH ESAT one io,__ArterLosclerotic heart disease Years 
2 «oS 
= g25 
- =r > DUE TO 
oO oe . 
= oe > Conditions, it ony. which a 
$s RES gove rise to immediow | 
3S Sc couse (0), stoting the under- ( DUE TO 
Thao lying couse lost. (e) 
sige dblogicoueenlesty 
z aS 8 5 3 Pant il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vo) | 19. ves AUTOPSY 
23420 =] C. B.Seassoc.with senile brain, disease with psychotic reaction. earns 
gasee S ntra ent briny em ‘EL No F] 
Poin zo = 200. aCoheNT WAS rae (al) 0b. Desc HBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part II of item 1B.) 
gE LOK & [OR CONTRIBUTING [J CAUSE OF DEATH 
Z2 2 z£ 5 8 (IF EITHER, NOTIFY MEDICAL EXAMINER) 
ZsoEss S ]?0e. TIME OF INJURY Month, oy. Year [20d. INJURY OCCURRED [20e. PLACE OF INIURY (Home, form, 120. (City or town) (County) (Stole) 
+5.% es a Hour 0. m: While Not while factory. street, office bldg., etc.) 
= mae. g p.m. 1 lot work [] at work] H 
> s 
oa to eT ee 19:29 that | last sow the deceased 
g2<e8 Any fram the causes and an the date stated abave. 
Glas 
yi es 2 DATE SIGNED 
oes 235 SIGNATURE 8/19/58 
a: = 
Ofsra 
2Pu8s PHYSICIAN'S 
z 222 ® | TARIAN'S Edmaind amare M.D. Sykesville, Maryland 
SSE0 9 Zo. BURIAL CREMATION. es: ME OF CEMETER -ORsGREMARORY 22d. LOCATION (City, town, ar county) (Stote) 
2 apes Boe ew, ? , WA 
Breet fe Se acre ALTO lt. 
=o filiek ORECTORS SIGNATURE. ADDRESS ho. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
VS A15 (4) <n, ° . —— 
15M 10/57 ror Lh, Yihlir, RB SF F pee remn — LOATE nie 0 0) 158. Cnihua § Haiah- 


De Haraer—L 2 


MARYLAND STATE DEPARTMENT OF HEALTH—-BALTIMORE, 18 : 
8944 CERTIFICATE OF DEATH GS940 


Reg. Dist. No. 
2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 


Maryland b. COUNTY Carrol] 


1 


a 


1, PLACE OF DEATH 
0 CoN CARROLL MARYLAND 
B. CITY OR TOWN (if oukide corporate limits, write Te. LENGTH OF STAY IN Tb €. CITY OR TOWN (IF outside corporote limits, write RURAL ond give neorest town) 


s“Sykesville Rtef3 [all of life |X Gamber, Sykesville, Rt. #3 


d. NAME OF HOSPITAL (IF not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
ON A FARM? 


OR INSTITUTION 


ves GE NOD) 
3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
DECEASED OF 
Cyrscner) FRANCIS MARION HOFF DEATH August 211958 


3. Pages 1 and 2 shoutd be filed with 


5. SEX 6. COLOR OR RACE | 7. MARRIED [1] NEVER MARRIED [-] | 8. DATE OF BIRTH 9 AGE ( (ip geo IF UNDER 1 YEAR] IF UNDER 24 HRS. 
los! joy Month: He Mi 
M W wivowed [& pivorceo) | Oct. 21 21, 1876 81 ac iia ae ai aK 
Wo. USUAL OCCUPATION {Give kind of work done] !0b. KIND OF BUSINESS OR INDUSTRY | 11. RETRERECLGSSS {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Farmer Ovwm farm Carroll Co,, Maryland U.S 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
David Hoff Martha Lockard 
vi was peas. EVERIN, U.S. np ir one 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
fei. no, OF unknown) {Uf yes, give wor or dotes of service) a 
no 219~36-0492 Herman M. Hoff Gamber, Sykesville, Rt. #3 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c)-] INTERVAL BETWEEN 
PART, DEATH MDDIATE Cause (o._Hypertensive cardiovascular disease several yrse 
DUE TO 


Coditignssth ony, chien s generalized arteriosclerosis " 


carbon p' 


‘ern 


Then pleos 


gove rise to immediote 
cotse (0), stoting the under. ( OUE TO 


lying couse lost. (q__senile changes 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]]19. Was AUTOPSY 
yes] NO 


200. ACCIDENT WAS_UNDERLYING O) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, Far 1 20F, {City oF town) {County) {Stote) 
Hour 0. m, While Not while foctory, street, office bidg., etc.) ! 
p.m. 19 fot work [] ot work [J { 


21. 1 certi 8 | attended the deceased fram__1940_._____, 19____, to... August 21., 19 58thot | last sow the deceased 


quires that the death certificate be executed within 24 haurs after death. Poge 4 


to 
72 
e 
5 
ie 
= 
3 
Fa 
& 
3 
G 
2 
2 
5 
= 
as 
ro) 
° 
= 
> 
s 
€ 
= 
< 
S 
o 


ansit permit. 


motian, ar remaval, and in any event withi i hours\ofter deat! 


| ar attending physicion. 


J 


poge 3 should be detached 
the registrar prior ta burial 


MEDICAL CERTIFICATION. 


1938, and that death accurred at_. 15h, fram the causes and an the date stated abave. 
ADDRESS (Sireet, city or town, stote) DATE SIGNED 
SGNATUR mo. ........ Liberty Road ot Eldersburg 8221.58 


Name ityes) Wide He Lawson, Jre, M.D. Ty. 
town, of county) {Stote) 


Zo. Bea ein a2 wy THEREOF 2c. NAME CALY. TARY OR CEMETERY 72d. GAMEER {ci 
Riel Specity) 23=1958 BER, MARYLAND 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘24a. REC'D BY REGISTRAR | 24b. REGISTRARS rep oaks 


Ysa (4) JOHN R. BYERS, WSETMINSTER, MARYLAND pate ANG 2 5 "58 Oathun 


15M 97! 


may be retoined by the hos 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low re: 
TO FUNERAL DIRECTOR: Aft 


- MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 94 
8945 CERTIFICATE OF DEATH OS941 


Reg. Dist. No. 


ool 


——— 
a He eta le 2 bhai ae (Where deceosed lived. If institution: Residence before odmission) 
o ©. STATE b. COUNTY 
Carroll Lien Maryland Wicomico 


b. CITY OR TOWN (IF outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
RURAL and give nearest fawn) Vv 
Henryton 6, days Delma A R= oh 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS @. 15 RESIDENCE 
a OR INSTITUTION ON A FARM? 
. P.0. Hox 296 vs C] NOD 


3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
DECEASED © OF : 
(ype or prion irving Elijah Hollow; ef August 17___—1958 


5. SEX 4. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [3X] 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNOER 24 HRS. 


7 ree eatin peck = WN 3, 1902 rosgwen Doys | Hours | Min 


100. USUAL OCCUPATION (Give kind af wark dane! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 
during most of warking life. even if retired} 


letely filled in by the funeral director, 
. Pages } and 2 should be filed with 


12, CITIZEN OF WHAT COUNTRY? 


1B. CAUSE OF DEATH [Enter only one couse per line for (0). (6). ond (c)-} 


53 PART I OFATHUMPDIATE Cause (o)_ Cardiovascular insufficiency 


INTERVAL BETWEEN 
ONSET AND DEATH 


© Laborer Delmar, Maryland U. S. A. 
By I | 3. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Elijah Hollow Sarah Hearn 
3 Np WAS Degree TRON U.S Apis Mpeg 4 16. SOCIAL SECURITY ie INFORMANT Address 
ENE eee 
. No 222-05-1196 | Irving BE. Holloway - Delmar, Maryland 
2 
z= 


aie: DUE TO 


Conditions, if ony, which 
gove rise to immediate 


couse (0}, stoting the under. ( DUE TO 


transit permit. 
¢rematian, ar remaval, and in any event within 72 haurs ofter d 


CHAN: The law requires that the death certificate be executed within 24 hours ofter death: Page 4 
ate has been signed by the attending physician and 


é lying couse lost. a 
2) Zz Pant I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}}19. WAS AUTOPSY 
Es 9 a ore ered PERFORMED? 
eo 
aso fe yves(] Not] 
o 3 & 2a. ACCIDENT WAS_UNDERLYING (] ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port It of item 1B.) 
evs is 4 
se & | Op CONTRIBUTING LI CAUSE OF DEATH 
§ ne © |(IEITHER, NOTIFY MEDICAL EXAMINER} 
2oss 5 TIME OF INSURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stote} 
S5o A Mors “Gra. While Nol while, foctory, street, office bldg., otc.) | 
= se? = p.m, 19 Jot work [J] of work ' 
oO 
= 2 21. f certify that | attended the deceased from, Fabruary 5,., 1957, to August 17,_.. 19.58 that | last saw the deceased 
ed alive on_ 19.58 that death accurred ot 42.30_Am, fram the causes and an the date stated abave. 
E E68 ed ADDRESS (Street, city or town, stote) DATE SIGNED 
<5 oO ~ ACTUAL 
apese SIGNATUR mo. ____.._...Henryton, Maryland p 
£aRe > 
a2a3d PHYSICIAN'S 
Zezes Nae (tye) Dire Edgars M, Maculans, M.D. a... Henxyton State Hospital, Henryton,Md. 
Fa Bg°° Tig; BURIAL, CREMATION, | 226, DATE THEREOF Zc. NAME OF CEMETERY opener TAE-{OCATION (City, town, or county) Stote) 
>.> REMOVAL | os 5 5 4 j vai 
ofoee Likest |) -53| Umer &m. LYWOIE) Int. 
 e GNERAL GIRECTOR'S, SIGNATURE ADDERS y : 20. re wrecoigteat [24 poereg oyna 
VS AIS (4 04 - ff ay) | 9°58 thug 
Vea 9758" LOUTL) {z) Ly oare! 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
8946 CERTIFICATE OF DEATH 


S942 


Rog. Dist. No. 


‘ 


, ar remaval, and in any event within 72 hours after death: 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 
during most of working life, even if retired) 


0 


11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
Maryland U.S.A. 


~~ oe 

% 3 is 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. I institution: Residence before odminsion) 

a ene ce m3 b. COUNTY 

as Carroll oe ‘lend Carroll 

= Som b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Tb. c. CITY OR TOWN (If outside corporote limits, write RURAL and give necrest town) 

g bie RURAL ond give nearest town) _ 

3 $2 Sykesville 22 days % Sykesville 

= #2 d. NAME OF HOSPITAL {ff nat in haspitat, give street address} d. STREET ADDRESS e. IS RESIDENCE 
5 =% R INSTITUTION / ON A FARM? 
a. 55 ringfield State Hospital = ves) No 
Eas 5 3. NAME OF First Middle tost Month Day Yeor 

Z wt . 

& £3 {Type or print) James Edward Horn August 13, 1958 
=z xe SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [-] |B. OATE OF BIRTH brett iF UNDER 24 HRS. 
= 3 rast birt 'Y) Months! Day Hi Min, 
= Male White —|wivoweo ovorceot] | November 5, 1875 eee ys | Hours | Min 
2 

re 

Fy 

£ 

3 

° 

es) 

Est 

o 

8 


Bartende S 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
- Unimown Uninem 
WAS POSER teins ¥.S. Sep ied iy 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
erect re deca wee ee 
No - Le10-$ F- Springfield Hogpital Records 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), {b}. ond {c)-} 


PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


DUE TO 


INTERVAL BETWEEN 
ONSET AND DEATH 


Year: 


Then please remove corbon pa 


é 


Conditions, if ony. which (oy 
gove rise to immediate 
couse (o}. stoting the under- ( DUE TO 
lying couse lost. (¢) 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yo} 19. Piroane 
C.B.S.assoc,with cerebral arteriosclerosis with psychotic reaction. ves] NoCE 
200. ACCIDENT WAS_UNDERLYING 1), 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port ! a Port II of item 1B.) 


OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


[20c. TIME OF INJURY Month, Day. Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY fHome, form, | 20F. (City or town) (County) (State) 
Hea ore: iia" efeisoltie foctory. street. office bldg., ete.) | 
Pom. jot work [1] at work [J 1 
, nr anon 19.22 that | last saw the deceased 
0. 


OA m, from the causes and on the date stated above. 
ADDRESS (Street, city or town. stote) DATE SIGNED 


thot the death cer! 


ires 


transit permit. 


certificate has been signed by the attending physician and c: 


ar attending physician. 


use as the burii 


19 


MEDICAL CERTIFICATION, 


¢ 


: Aftel 


alive an 
acTUAL a ia 
SIGNATUR 


Nanette) Edmund Lusthaus, M.D, == Sykesville, Maryland 


Zo. BI L. CREMATION, | 22b, DATE THEREOF Nc. OF CEMETERY OR CREMATORY town, 01 ty Stot 
fyvAL wks CF ny, a o A i. aE ee county) {Stote) 
at © sociecraat 
CTOR'S SIGNATURE ADDRESS 2 ‘Zab, REGISTRAR'S SIGNATURE 
7 5 


58 Csitun £ Fea. 


HOSPITAL OR ATTENDING PHYSICIAN: The low requ 


jay be retained by the hos 


FUNERAL DIRECTOR: 
joge 3 should be detached f 


* the registrar prior ta b 


/ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


q CERTIFICATE OF DEATH US943 


1 / 
3 lp RO¢ Reg. Dist. No. 
es 1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceoved lived. If infttion, Residence befare odminion) 
4 . 
Y CARROLL naib Pp. SON ARR O LL 
) ; b. Saat {lf penesicnpore'e limits, write ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town} 
‘and give neores! : 
a3 VescramcteR | 5° 7RS-| WESTPUMNSTER 
2 4 d. peg 5, a tae {iF nat in haspital, give street address) da 3 ; iE. p e. yy 
zo be} Ww He a2 hat Sy TALM vesQ] No 
P-) 7 UJ 
= 5 3. NAME OF MK First _¢ Middle Lost 4. DATE A Month Doy “re 
a {Type or print AuD STELLE ORWEK | bran UGUST 98 15 
= 3 
=o 6 COLOR OR RACE |7. MARRIED L] NEVER MARRIED [] |8. DATE OF BIRTH 7. AGE (In year IF UNDER 1 YEAR| IF UNDER 24 HRS, 
3 : 
Se wioowen PRS vvoreo OD |PM/ARCA 30-1879 Fay. ee ee ee 


400, USUAL OCCUPATION (Give kind of wark done} 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE {State ar foreign country) 
during most of a even if retired) 


ABW 


¥ 
13, FATHER'S NAME 


ALEPRED AL IRE “AR OL fio Cc 
c ve ice) 


oI 2 : 
1 ee ete Sree rape eas 16, SOCIAL = s- NO. 17, INFORMANT Addrpss BIE. Lif) } by 
fe) NOWe SLE borne TINS TF D 


18, CAUSE OF DEATH [Enter only ane cause per line for (0), (b). and (cl-] INTERVAL BETWEEN . 
A 


PART |. DEATH WAS CAUSED By: 
IMMEDIATE CAUSE (a! 


/6/. DUE TO 


12, CITIZEN OF WHAT COUNTRY? 


SA 


leo! 


after d 


Conditions, if ony, which 0) 
gave cise to immediate 

catse (0), stating the under. ( DUETO 
lying cause fast. (). 


Part fl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)|19. We Aut ote 
ves] NO 


200. ACCIDENT WAS UNDERLYING [J | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature af injury in Port ! ar Part Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Manth, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County} {State} 
Hour o. m, While Not while factory, street, office bldg., etc.) | 
p.m. 19 lat work [7] ot work [7] t 


21. | certify that | attended the deceased from V OVE MGEF 1997, of4Ueussr 1988_.,that I last saw the deceased 


quires that the death certificate be executed within 24 haurs offer death. Page 4 
i 


ar attending physician. 
is certificate has been signed by the attending physician and ¢ 


it use as the burial-transit permit. Then please remove carbon pi 
MEDICAL CERTIFICATION 


¥ 


the registrar prior ta burial, Erematian, ar remaval, and in any event within 7: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low re 


SEQ 
= Bae alive an_. CUST. 1S _, w5Q__, and that death accurred ato Py, fram the causes and on the date stated abave. 
= os a 5 ADDRESS (Street, city or town, state} DATE SIGNED 
HEit | fiat otmiad $ tyo0 Diner oo JW. CHURCH ST, WESTHINGIER 
oz 
os PHYSICIAN'S St 6/SE. 
4 4 = a ee ee Se a ee ee cae 
B2° Ze. BURIAL, PISTON: Wb. DATE THEREOF | Zac. NAME OF CEMETERY OR CREMATO % LOCATION (City, town, or county) (State) 
>> RENO i AG os . . eA 
ee IBER/AL” IAb tr. I-53 P7ETHODIST LE rT, irs 1m 
- 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS _ Qda. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
YS Ais (0 D aw CO Mawhard Ubtreiiatey % JoardUG 2 2 '58 Onthun $. Arasr 


eer”! 
led with ty 
= 


in 24 hours ofter death: Page 4 


Pages } and 2 shauld be 


letely filled in by the funeral diféttor> 


that the death certificate be executed wi 


his certificate has been signed by the attending physician ond cg 


_ 
s 
: 
HH 
ae 
3 Eo 
5 a. 
aes 
25 $2 
385° 
ROD 
eh5o6 
3 = 
=egee 
vt oe 
ee 
= 32 
52 
a 
re eet 
a2ce8 
pig82 
2o 
“56%. 
aepeod 
Ocava 
agzds 
eisas 
BSYOR 
Q>5 3° 
zee oe 
0 Fo t= 
- 
VS A15 (4) 
15M 10/57 


\ 


7 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 189 
8947 CERTIFICATE OF DEATH 05944 


Reg. Dist. No. 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission 
°. °. Y 
0 A D2 MARYLAND Nar lt SON 
B: CITY OF TOWN if ouhide corporate limits, wile Te: LENGTH OF STAY IN Tb €. CITY OR TOWN (If dutside corporote Imits, write RURAL ond give nearest town) 
ind give nearest Coa = 1 z i 
“4 We +t _|wmeo [wore \ ] 
d. NAME OF HOSPITAL s not in hespital, ne sreet oddress) d. STREET ADDRESS e. 1S RESIDENCE 
OR.INSTIT! te - ON A FARM? 
in Spite Cll 6 xf PD aa yes] not) 
3. Name OF i Middle tot 
{Type or print) Ving . a 0 
7 6. hh POR RACE | 7. eer NEVER MARRIED o 8. DATE OF BIRTH 
Cinele } to fey pivorcto [J IS eo 
10a. USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of “aire 1, even if retired) i 
foo se = yeece unknown 


13. aes NAME 14. MOTHER'S MAIDEN NAME 


P mS 
ve Sevdalig Unknown 
{iasiacil ehamaea SOCIAL SECURITY NO. |17, INFORMANT addres ( 5 Pouda C , 
et, 0. oF unknown Be oes reise dota tt loer eel 
Nick A. Keshel a Reali Sat yas 
1B. CAUSE OF DEATH [Enter only one couse per line far (a), {b), ond “bead Gan BETWEEN 
Tae IMMEDIATE CAUSE (0 po) 
a ti DUE ia ’ 
Conditions, if ony, which un er2k Jixcaxe 
gove rise to immediate ( e 
couse (o}, stating the under. ‘ 
fineeceptn ae Sp DOR Qikeiug x0 Qe Lisa CAA 


PART |. DEATH WAS CAUSED BY: 


FA oR y I. OTHER SIGNIFICANT aa IONS CONTRIBUTING TO DEATH BUT NOT RELATED ro a TERMINAL aes Caer GIVEN IN PART 10)]19. WAS AUTOPSY 
& 4 ecidte i t ta th. Cis OF 
cige ister cutie Re nite “Rae obic reaction YO) NOW) 
E | 200 ACCIDENT ws DDERLYING E]_] 206. DESCRIBE HOW INJURY OCCURRED. [Enter noture aa injury in Port 1 br Port il af itern 18.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
5 |G citer NOTIFY MEDICAL EXAMINER) 
S [20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, for i (County) {Stote) 
g diel ta dni ine. eaeeane factory, street, office bldg., etc 
= p.m. W lot work [] ot work (J 
21.1 certify ©. ' ee the deceosed.from,__!—- 1% =, 9SY, to 2D, SS that t last saw the deceased 
alive Woscbete g-> 2S! ri and that death occurred at [OLS Am, from the couses and on the date stated above. 


eed et7_h, se & iste baryla no 


‘220. BURIAL, rispectn ere DATE 96 5: DAME OF “ ERY OR CREMATOR fe y | 220. LQCATION @ ity. town, or county) ff {Stote) 
EDIOVAL {Specify} = 
as aX Glin. “Vuk 


23. FUNERAL DIRECTOR'S SIGNATI ‘ADDRESS , = f 24a. REC'D BY sat ‘ab. RECEDES SIGNATURE 


AAYULY 2S WAAd Df: VouTh /t Some Y/2/ SF _\VZsrhhestnod- A 


ADORESS (Street, city or own, state) DATE Sp 
SiGwatuni Mo. 3 ray” Vi gfie. & Sate Hes ie bp-S¥ 


oll 
= 


tely filled in by the funeral director, 
Pages 1 and 2 shauld be filed wf 


base 


Then please remave corben p: 


thot the death certificate be executed within 24 hours after death: Page 4 
id i hin 72 hi os 
, and in any event within 72 haurs offer 


ires 


: The low requi 


i ar attending physician. 


is certificate has been signed by the attending physician and cq 


Fematian, or remavel, 


page 3 shauld be detached {for use os the burial-transit permit. 


the registrar prior ta burial, 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
may be retained by the hospj 


TO FUNERAL DIRECTOR: Aft 


VS A¥S (4) 
15M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


S945 


3 G e Reg. Dist. No. 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmistion) 
Carroll MARYLAND Maryland * coun’ Balto.City 
b. CITY OR TOWN [If outside corporote limits, write | c, LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) Vv 
RURAL ond give nearest town) 
ykesville 16yrs.mos.9days Baltimore YO) = 
a. SS Ese a {IF not in hospital, give street address) d. STREET ADDRESS e. Pe ociardde 
orinefield State Hospital 1005 N. Charlies St. #1 ves] No 
3. NAME OF First Middle Lost 4. DATE Month Doy Year 
Aves cutie) Aloysius Hy Kennedy Beata Aveust 13, = 1958 
5. SEX 9. AGE {In years IF UNDER 24 HRS. 


6. COLOR OR RACE 17. MARRIED] NEVER MARRIEOIC] li DATE OF BIRTH 
Hours Min, 


White wipowep [] pivorceo [] August 29 , 1894, H 


10a. evel mt ek by — kind = work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar foreign country) 
juring most of working life, even if retired) 
"No =o Maryland — Baltimore 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


John Thomas Kennedy e Winifred O'Donnell 


& birthdoy) 


yes. 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


15, WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. (INFORMANT Address 


ee gegen Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c).] 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0! 


ATK DUE TO 


Conditions, if ony, which {bo} 
gove rise to immediate 


INTERVAL BETWEEN 
ONSET AND DEATH 


cause {o), stoting the under. ( DUE TO 
ing couse lost. fe) 
Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Tap} 19. Ae Ra ae 
Mental Deficiency without psychosis, ves] No LF 


200. ACCIDENT WAS_UNDERLYING () ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


SP a 
20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, ; 20f. (City or town) {County) {Stote) 
Hour o. m. While Not while foctory. street, office bldg., etc.) | 
p.m. 19 lat work [J of work [J t 


21. | certify that | attended the deceased from Septe 275... 19.55., to August 13,.., 19.58 that | last sow the deceased 
alive on August 13, 1958, and that death occurred ot_7200P m, from the causes and on the date stated above. 


y 4 % 4 ADDRESS (Street, city oF town, stote) DATE SIGNED 
OSH 4 U a CAF 
PHYSICIAN'S 


Sorinefii te Hospital 8/1348 
NaME(ives) OULian Radcykowycz, M.D. 


Sy kesville, Maryland 
‘7a. BURIAL, CREMATION, | 22b. DATE THEREOF 2d. LOCATION (City. town, or county) (Stote} 
REMOVAL (Specify) ? 9 
Buria. 8/16.58 Ney a 1 B more, Maryland 
xa 


AFUE DiREcTOS SSO ATURE ADDRESS 2a. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
tan. Op, 1 4t/ AL A -/7, 7 
Ld 1d LA oATAUS 1 § 58 G se ed 


MEDICAL CERTIFICATION 


ACTUAL 
SIGNATURE, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 S946 
8949 CERTIFICATE OF DEATH ai Mt 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 


SUNY Carroll marviano || ° SATE Mary dand Be caeAr Carroll 
c. CITY OR TOWN (If outside corporote 


b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib 
RURAL ond give neorest town) . ‘~ a 
Rural, Nr. Westminster 50) Yres ~ Rural, Nr. Westminster 


d. NAME OF HOSPITAL (ff nat in haspital, give street address) d. STREET ADDRESS. e. Onee eae 
Westminster, R.D.2 (Myers Distri¢tys% nog 


owt 
® 


a . PLACE OF DEATH 
re 


limits, write RURAL ond give nearest town) 


OR INSTITUTION 


Westminster, R.D.2 (Myers District) 


letely filled in by the funeral director, 
Pages 1 and 2 should ke filed with 


3. Dee So First Middie lost 4. fee Month Day Yeor 
(Type or print) Lewis Henry Kirkhoff DEATH August 4 lo 5S 
5. SEX 6. COLOR OR RACE |7. MARRIED [>F NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE lin yeas IF UNDER 24 HRS. 
es ont birthday] TE 
% Male White wow vor | 8/28/1885 0s Nel balboa Di 
. 10a. USUAL OCCUPATION {Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
— during most of working life, even if retired) - 
8 Farming, Retired Farm Lewisburg, Ohio. U.SeA. 
oe 13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME . 
William A, Kirkhoff Sarak igokingbily, 


At (a 


h p 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT JJ OVS WEtT ‘ 4 r 6 
(Yer. no, oF unknown), (F yes, give wor or dates of service} a - - 
No None Mrs. Lewis H. Kirkhoff, Westminster, Md, R.D.2 


18, CAUSE OF DEATH [Enter only one couse per line for (0), (b), and {c)-] ANTEEYAU APETV EEN 
A 


Then please remove corban FI 


PART |, DEATH WAS CAUSED BY: y 
,2 IMMEDIATE CAUSE (o} kA 
ifr 
é fly DUE TO 
Conditions, if ony, which 


goyve rise to immediote 
cafe {0}, stoting the under- 


e low requires that the death certificate be executed within 24 haurs after death. Page 4 


icate has been signed by the attending physician and ¢ 


£ 
o 
Rg 
r 
£ 
7 
< 
$ 
3 
a 
go 
gs 
€ iia lying couse fost. () 
Bes55 3 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1] 19. WAS AUTOPSY 
an) = e 
£6g8s S batten mH ves] NOC] 
ee AP pats E | 200, ACCIDENT WAS UNDERLYING CJ |20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18) 
plea are & | OR CONTRIBUTING L) CAUSE OF DEATH 
Sess © | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
3 8& & [20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY {Hame, form, | 20F. (City or town) (County) {State} 
Ed 8s ray Hour o. m. While Nothwhile foctoty, street, office bidg., etc.) f 
= ene = p.m. 19 fot work [J ot work (J H 
rr) = 2 4 
eee 21. I certify that I attended the deceased from._Feb. a= ALF, 10. eG hat, 19.6-@.that | lost saw the deceased 
Qe = 
& = 3 4 5 alive on August 3... 129 5F _, ond that death accurred at 8 44_.M, from the causes and an the date stated abave. 
E 5655 ADDRESS (Street, city or town, stot DATE SIGNED 
ease SENAT A ttheetounn. L 
«Be Ss SIGNATURI M0. Shed ss alte aK a EEA A it en x ara kw] 
£az 
25485 PHYSICIAN'S aly RO 
2328 mains LEAH MAF CAND _-: LITLEsTowy, (A. 
Fa £3 = > No. BURIAL CREMATION. ‘Wb. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
2 i 4 
EeR Py Burial 8/6/58 St. Marys Cemetery Silver Run, Carroll Co., Md. 
ao Fo%= 
roe : i>. 


RERAL DIRECTOR'S SIGNATURE ADDRESS: ‘240. REC'D BY sil sal 5 SIGNATURE 
+ 9 f 
Tee: 


15 i 
V5 A15 14) | AA titan Aw, brik Littlestown, Pa. DATE 


” 1 p ee STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 6 S 9 4 * 
; 8950 CERTIFICATE OF DEATH 


Sarivignas: it deny. seins fe H ah uant ite \p ey te ust ony 
gove rise ta immediote 


couse (0), stoting the under- ( PVE TO 


ingieatbaitons Ps arterio sclerotic Herrt Disesse 


b « is ‘ 4 
Dnvolvtiopuael thotic Reaction 
200, ACCIDENT Wal pearieetee ia} 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I of item 18.) 
OR CONTRIBUTING L] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
Hour o. m. While Not while foctory, street, office bldg., etc.) i 
Pom. 19 fat work [] of work [J ‘ 


~ a5 Reg. Dist. No. 

3 5 oS, [1s puage oF Death 2. USUAL RESIDENCE (Where deceosed lived. I inition: Residence before odimbsion) 

S °. Ga ! ° . COUNTY 

2 4Se/ M arroltl MARYLAND av an Ca bei 

=£ Be {| 8: GIy OR TOWN TF eutide corporoe fis, write Te, LENGTH OF STAY IN Tb | c. CITY OR TOWN (fF eiiide corporate mis, write RURAL ond give nbarent flown) 

8 3 3° RURAL ond give neorest town) { 

= 52 lercivg Vv Ss uy> Ralbimeore XZ 

S 28 _[ 1). NAME OF HOSPITAL (If mot in hospitol, give street rat d. STREET ADDRESS . 15 RESIDENCE 

> = is OR INSTITUTION \ Cc ON A FARM? 

ees I> fin peld babe 1 ta ves [No (ef 

°o cc 

2 £5 3. Name oF First idle tost 4. Date Month Doy Yeor 
va DECEASED : 

G 23 (Type oF print) Ain .< ids ty bere Bark fPiLp ust 9 9S 

Fe ob. 5. SEX 6. COLOR OR RACE | 7. MARRIED Te NEVER MARRIED [J [8 OATE OF BIRTH %. Fats Fo IF =f or iF aul 2a HRS. 

25 a 

Se Teese [ulhibe [monet oonort | G= 24 INR ‘ : 

2. , Vo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} ket ie OF haa COUNTRY? 

3 rf most of ri life, even if ratirad) 

i ges ah Be US 

3 a5 TI FATHERS NAME 14. MOTHER'S MAIDEN NAME Cc 

s $88 are t a dsabetia Meloy 

= 88 T5, WAS DECEASEDEVER IN U, 5. ARMED FORCES? |16. SOCIAL SECURITY oy 17, INFORMANT Address BL 3 

= & {Yeu, no, oF unknown) {H yes, give wor oF doles of service) = 

e fy 2/2 03-3 LILA Meng lh, 

= i 

3 28 18. CAUSE OF DEATH [Enter only one couse per line far (a), (b). ond (€) ] 

3 a PART 1, DEATH WAS CAUSED BY: Sarr ee a 

2 § IMMEDIATE CAUSE (0) 

be = é DUE To 

= 

$ 

Pe 

= 

2 

2 

cS 

° 

2 

é 

: 

<= 

4 

Fd 

fs 

= 


certificote hos been signed by the attending physician ond 


for use as the buriol-transit permit. 


oF attending physicion. 
the registrar prior to burial). cremation, or removal, and in ony event within 72 


MEDICAL CERTIFICATION, 


= 
a. ae 21. | certify that { attended the deceased fram._ -yily PS. 4. 
Ze ag alive an iia. 75 alee ot 12 5X ., and that death Bauiee “ite bs ne fram the ¢ causes and an the date stated abave. 
E Os 
< 55° TUAL 
eRe 3 / SIGNATUR ; 

£az i 
2223 PHYSICIAN’ ; 
£223 | fosarines E Cisco et ti Vo Eliscbeth Knelap 
& 3 aa [220. BURIAL, CREMATION, | 220. DATE THEREOF J 22ek a THEREOF Zack NAME OF CEMETERY OR-CREMATORY 224, AOWATION (City, town, or ¢ (Store) 
ze t PRE | 520-955 | rnd ide | (alto Nek 
ee 23. om win BjRECTOR'S SIGN, ADDRESS rx, te 2Ao, RECD cee ‘2b, REGISTRAR'S SIGNATURE 

5 i 
WH! 9 Lope Beyor Be bare Crthon £ Hiaut 


y) f ize oe Zi Le a 


8951 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


8948 


. PLACE OF DEATH 


.. COUNTY 
eco” Carroll MARYLAND 


2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


° Yieryland b-CONNTY  Garinol] 


b. CITY OR TOWN [if outside corporote limits, write 
RURAL ond give neorest fown) 


inksburg 


¢. LENGTH OF STAY IN Ib 


c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 


Finksburg 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) 


OR si lerBas: LAL 


d. STREET ADDRESS. 


/ pp #1 Box 441 


‘e. IS RESIDENCE 


4. DATE 
OF 
DEATH 


° Leister | 


tely filled in by the funerol director, 
Pages 1 ond 2 should be filed with 


ATE OF BIRTH 


Sept. 23, 186 


¢ 


id cor 


Home 


10b. KIND OF BUSINESS OR INDUSTRY / 11. BIRTHPLACE (Stote or foreign country) 


12. CITIZEN OF WHAT COUNTRY? 


Maryland USA 


5 


ter death. 


ian an 


14, MOTHER'S MAIDEN NAME 


Eliza Jane ? 


V7. 


=) 


\ 


ii 
EMMA /_*™ 
(Type or print) Camp A ee 
10a. USUAL OCCUPATION (Give kind of work done| 
13. FATHER'S NAME 
(Yet. no or unknown) {IF yes. give wor or dates of rerwice) No 


in 72 


INFORMANT 


RD #f™ Box 441 
E. Morgan Leister ee Md. 


. NAME OF 
DECEASED 
. SEX 6. COLOR OR RACE | 7. MARRIED [1] NEVER MARRIED [7] 
F W WIDOWED} ——-oivoRcED [J 
during most of working life, even if retired) 
Hone 
James Read 
15. WAS DECEASEDEVER IN U. S. ARMED ‘imal SOCIAL SECURITY NO. 
18. CAUSE OF DEATH [Enter only one couse per li 0}. (b). and (c).] 


PART I. DEATH WAS CAUSED BY: 


CBA Be 1 


INTERVAL BETWEEN 
y eo 
sma Gu 


Then please remove corbon pa: 


IMMEDIATE CAUSE fo). = 


Conditions, if ony, which 


~ 
° 
a 
Oo 
2 
2 
Qo 
3 
3 
s 
= 
o 
5 
3 
2 
= 
S 
£ 
= 
3 
. 
£ 
= 
3 
3 
MH 
é 
° 
2 
24 
o 
8 
& 
s 
8 
£ 
o 
8 
7 
° 
3 
) 
£ 


gove rise to immediote 
couse (o), stoting the under- 
lying couse lost. 


res 


DUE TO 


’ 


(ch 


"° Aten cscderol, (Hrol-o vareitkennk 


cian, 
-transit permit, 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH, RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS AUTOPSY 
oo ae ERFORMED: 
yes( NO 


200. ACCIDENT WAS UNDERLYING 1) 
OR CONTRIBUTING (J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


. of remaval, and in-any event w 


‘20b. DESCRIBE HOW INJURY OCCURRED. eenebereet Toy in Port | or Port Il of item 18.) 


a i 


20. 


is certificote has been signed by the attending physic 


poge 3 should be detoched fi 
the registror prior to burial, 


or ottending physi 


use os the buri 
MEDICAL CERTIFICATION 


20c. TIME OF INJURY Month, Day. Year | 20d. INJURY OCCURRED 
Hour o. m. - While Nob whil 
ee 19 Jot work [Jul work] 
21. I certi “i | attended the decea: i? 
Oy See a7 PY Lip ene 2 


chemotion, 


alive an_. , and that deat 


ACTUAL 
SIGNATURE. 


PHYSICIAN'S 
NAME {Type] 


‘Zo. BURIAL, Seen Tb. DATE THEREOF 
REMOVAL (Sp af 
rial | 8/6/58 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


John T. Stansbury 6411 Windsor 


Tac. NAME OF CEMETERY 


moy be retoined by the hospi: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requ 
TO FUNERAL DIRECTOR: Afte: 


Vs A15 (4) 
15M 10/57 


Ch Wher Wout $a 


Loudon Park 


PLACE OF INJURY (Home, form, 4 20f. (City or town) 
foctory, street, office bidg.;~etc.) J 
H 


{(Stote) 


County] 
ar 5 - 
a. - 10s SoC Saree 19}. G_,that | last saw the deceased 
th agcurred odd /2. 


, fram the causes and on the date stated abaye, 
_ ADDRESS (Street, city or town, pfote) : ESI 
Al ip Echt PRE 


‘OR CREMATORY 72d. LOCATION (City, town, or county) Grote) 


Baltimore Md. 
2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Mill RA boat . 


= ta ‘a DOF 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 = 4) § {4 {) 
$952 CERTIFICATE OF DEATH Reg. Dist. No. 


— 


—- Male i White |woowot) ovoreot | LS OS - SLL3 a Te le ee 


100, USUAL OCCUPATION (Give kind of work done| 1b. KIND OF BUSINESS OR INDUSTRY 


che 


~ ros 

& ro oes gates 2. Cece aes (Where deceased lived. If institution: Residence before odmission) 

2 £ - Carroll MARYLAND || °° Maryland b.couNTY Balto.city 

£ re] b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neares! town) 

2) Un: RURAL ond give ki st to5 j 

oS oykesvil byrss 3mos e27ays Baltimore 3V0/¢ 

< 2 d. NAME OF HOSPITAL a not in hospitat, give street oddress) d, STREET ADDRESS e. IS RESIDENCE 
° ed Fe INSTITUTION, ON A FASM? 
mange Springfield State Hospital 2___Ynknown ves C] No 
2 S 3. NAME OF First Middle TO OCPLMATI I PGS. DATE Month Doy Yeor 
as (Type or print) Timothy Joseph McAuliffe earn «= August 26, 15 58 
c = 

Soy $. SEX 4. COLOR OR RACE | 7. MARRIED ["] NEVER MARRIED [2f |B. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
oes 

73 

iS 

= 

3 

2 

3 

° 

re } 

» 

3 


= i ary foes ‘a 11, BIRTHPLACE (Stote or foreign countfy) 12. CITIZEN OF WHAT COUNTRY? 
luring most of working life, even if retire 
2 ag Salesman - Ireland Unknown ie 
i 8 s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
8 td 2 
roi Daniel McAuliffe Catherine McDonald 
= Fs 3 1s. WAS DECEASED EVER IN U. S. ARMED FORCES? {16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
= Gee {Yes, no. oF unknown), a ae ea m 
8 ote No Springfield Hospital Records 
E 8 a £ 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b}, ond ().J Ouse at rie 
2 3 52 PART. DEATH MODIATE Coot o__anfaretion of myocardium due to coronary Utes: 
£ off ay 
aeest Haroil EOS occlusion 
= 
i et be ARPS oa «Pulmonary tuberculosis, faralvanced, inactive Years 
3 gee couse (o}. stoting the under (DUE TO 
gers? lying couse lost. pe) (¢). 
H oe] 3 5 i 3 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mo) 19. Pe epee 
2Sozts = “Ee. SF 
ceges 5 Schizophrenia, paranoid type. YE] NOX] 
= oF 3 § = 20a, ACCIDENT WAS UNDERLYING [] ef 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port il of item 1B.) 
es = 
= 2 a £5 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Loess & |20c TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 1207, (City oF town) (County) Giole) 
area $ 5 Haws aaa While Sevens foctory, street, office bidg., se) 
gob. 82 2 Bar 19 lot work [J] ot work [] 
- fy ai 
g ee 1. “ee ugust 26, 1925 thot | lost saw the deceased 
ear BS Fa 5 _Augus ue 8 . % AM, fram the causes ond an the date stated above. 
= 2 ° 3 S % ADDRESS (Street, city or town, stote) DATE SIGNED 
4250. ACTUAL ' c 
agese i | = oe EC ene a) whee si 
eaga 
a 
Zoa88 Nagcines Edmund Lusthaus, M.D. Sykesville, te 
Cem | a oe ee Ah ee 
& ot nm 7 77 
BLzCG (OURIAL, CREMATION, 72. DATE THEREOF ij oie 22d. 106 y Gp county) (Stor6f 
6552 CTE ae 
otek? Sey ee i ZZ, VY 
- FF 


JERAL DIRECTOR'S. Lined Nick fOr Bre 24a, REC'D BY REG VEE ‘24b. REGISTRAR’ ps ae 
VS AIS (4) p |" WG 28 '5B Cnihun 
1SM 10/87 rn 


wed 


tely filled in by the funere! director, 
Pages 1 and 2 shauld be filed with 


er 


Then please remave carbon p! 


that the death certificate be executed within 24 haurs after death: Page 4 
€ 
rematian, or remaval, and in any event within 72 haurs, 


ires 


$s certificate has been signed by the attending physician and cy 


< 
5 & 
so =_ 
2 3 
3 oO 
a2 4 
suse 
- 3 
23o4 
gege 
2 3 
> 2 
= 3 
ae 
rast = 
52<32 
pigis 
oo 
<5G5°> 
wos 5 
ees 
Ofaza 
a fa 3 6 
Beges 
SSYOD 
O>5.8° 
loa e 
oFote 
- - 
VS ANS (4) 
15M 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


09657 
' CERTIFICATE OF DEATH aclaniet 
1. PLACE OF DEATH 7 2. USUAL RESIDENCE (Where deceased lived. If istituion: Residence before edmission} 
a. COUNTY /, A haar o. STATE } b. COUNTY x Wy, 
ro ia nal A att 
X € SITY OR TOWN (iF auhide corporate limits, write RURAL ond give neorest town) 


La 


b. CITY OR nOBN Ms ouside: corporote limits, write | ¢. LENGTH OF STAY IN 1b 
yp RURAL b q 
fi 


(ZZa4 


d, NAME OF rasan aie nat in Eset give street oddress) je STREET ADORESS e. IS RESIDENCE 
OR INSTITUTION f FARM? 
val no 
3. oa Cae Middle Lost 4 — Month ay Year 
Uprsieiepa') ANH ZLOP GCE JMECKLEY| ©" Klang. TE AG 
5. SEX 6. COLOR ORRACE |7. MARRIED PR NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (Indfeors [IF UNDER 1 YEAR| IF UNDER 24 HRS, 
tbe lost birthday} [Months] Days | Hours] Min. 
WIDOWED [7] Divorced FF Oo 2Eé ES ys. 
Wa. USUAL OCCUPATION Hee kind of work dane} 10b. KIND OF BUSINESS OR INDUSTRY . BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
c en most af wari eo even it-catired) . yy, 4 
TAAming WHE: butmahuh . Ue Uso. 
= HER’S NAME 14. MOTHER'S M, pepEN NAME w, 
ae t Yeckhe atherne em 
1S. WAS. ly ‘U.S. ARMED FORCES? 16, SOCIAL SFCURITY NO. |17. INFORMANT | Address 
(Yer, no, oF unknown) TW. Bird wor Or doles of service} p 
= 2 
2Z0-2¥--2 ochhs, Wanchude, Pcl Re’ 
SS ee ee ea ee 
18, CAUSE OF DEATH [Enter only one couse per line for (0), {b}. and (c).] 9) INTERVAL BETWEEN 
PART 1. DEATH WAS CAUSED 8Y: "4 re . ONSET AND DEATH 
DEATIMMEDIATE CAUSE (6! Acute cardiac Dilitation instan 
7 DUE TO ; 
Ganghianthieny.-enteh wm _ Congestive Heart Failure 8 mo. 


gove rise 1a immediate 
couse (0), sloting the ynder- ( CUETO 


Arterio-Sclerotic Coronary Disease 


lying cause last. te 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH SUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. Ns auras 
yes] NOL] 


20a. ACCIDENT WAS_UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nalure of injury in Parl Lar Part I af item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(QF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, dy Year | 20d. INJURY OCCURRED — | 20e. PLACE OF INJURY IHome, farm, | 20f. (City or town) (County) (tote) 
Hour a. n. While... (Nel stile foctory, street, office bldg., etc.) ! 
pm, Jol work [] at work ' 


21. I certify that | attended the deceased from. - 19.58., to____AUZUSt 15, 19.58 that I last sow the deceased 


alive on.______August 10 __, 12.38... and that Soya occurred at.L45 _%&, fram the causes and an the date stated abave. 
() ADORESS (Street, city ar tawn, state} DATE SIGNED 


Vi; / 
rea oe TT} - C. WAKA M.D. See 25, A eee nn eS 
CHISICIAN'S ua 0ortentiel gat sDe Hampstead, Ma. 


MEDICAL CERTIFICATION, 


a. aes Sn 2 DATE THEREOF ae we We Ch 7d. BEES ge town, oF county) Gtot 
Meo. we Ee Z ai 72. 
Ca cae Le hk. 7p Ueeh Se 
‘2éa. RE aap ont, Jab, REG ISTRAR'S SIGNATURE 
cy lect o Nanuhe 
Cl DATE 


am 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


08950 


Reg. Dist. No. 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dececsed lived. If institution: Residence before admission) 
@. COUNT b. COUNTY 
i ee A RRO itaryamad Montgomery 
o 'b. CITY OR TOWN (IF outside corporate limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (IF outside carporote limits, write RURAL ond give nearest town) V 
RURAL ond give neares! town} a 


sz 

32 

Be 

s Pe] 

Be Vv 19 DG, 

£2 atl d. NAME OF HOSPITAL (If not in haspitol, give street address) d. STREET ADDRESS e. 1S RESIDENCE 

ca 5 / 6 OR INSTITUTION ON A FARM? | 
BS pringfield ate Hospita 16 th. St. ves NOS 
es pave 
£6 3. NAME OF First Middl lost 4. DATE Month x 

R- DECEASED “ i < | oF oe ey on 

ate (yee o Pi) Robert Whitney i MILLER bis A 

>o 5. SEX 6. COLOR OR RACE'| 7. MARRIEDIE] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR] IF UNDER 24 HRS 
a & poten. Min. 

4 na oh wioowenfajX — oivorceo -20~90 67 rh 


during mast of - life, even if retired) 


my & _N. 


in pa 


AVY 


Apathy 
TO ERTHENSINAME 


Richard fj a 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. 
(Yes. no, oF unknown) {It yor, give wor or dates of service) 
NONE 


92 


100. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Stote or foreign country) 
U.S.Gov' 


12. CITIZEN OF WHAT COUNTRY? 


=|) 


Colorado 
M4. Monee REL SR OTHER 


17. INFORMANT 


Address Sykesville ; Md. 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0). 


INTERVAL BETWEEN. 
ONSET AND DEATH 


‘ 


Then please remove cor! 


DUE TO 
Canditions, if any, which (by 
gave rise ta immediote 

DUE TO 


couse (9). stating the under- 


Antéurertnooia 


© 
6 
c 
ce 
a 
x 
£ 
6 
D 
= 
3 
e 
2 
° 
© 
£ 
~ 
a 
a 
, 
e 
° 
2 
2 
” 
6 
*3 
i. 
° 
3 
Ss 
= 
S 
8 


, cremation, or removal, and in ony event within 72 hours after 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificote be executed within 24 hours after death’ Poge 4 


g 
Ses lying couse lost. {c} 
a 8 ra wi % OTHER SIGNIFICANT CONDITIONS, CONTRIBUTING TO DEATH | TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) | 19. Be a 
eet Els es p psychottd reaction. | fore” 
age uo on B n ome sph S$, meningdehcepha and Jas 
sd B = 200. ACCIDENT WAS. UNDERLYI a O 20b. DESCRIBE HOW? INJURY OCCURRED. (Enter nature of injury in Part | ar Part Il af item 18.) 
oes & | OR CONTRIBUTING [] CAUSE OF DEATH 
ae U | (IF EITHER, NOTIFY MEDICAL EXAMINER) Se eer 
mada & |20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 120F {City or town) (County) {Stote) 
Y) 
&.° 9 8 Hour 0, m, White Nal'white factory, street, office bldg., etc.) ! 
2 z pn, ee 19 Jot pulatheknp ot maale anf} eer a cea re ae ee 
s 
eee 21. | certify that | attended the deceased from__ August... ,1995., to August 1, 1928 that | last saw the deceased 
og 33 alive on... AUEYS -1.,.. 1258__1/and that death accurred at.__11. P.M, from the causes and an the date stated abave. 
Sy ass ADDRESS (Street, city or town, state) DATE SIGNED 
S055 ACTUAL 
md 2 2° SIGNATURE. 
faze / 
242s PHYSICIAN'S 
ees NAME (Type! W914 SO ae, A a a eae ry kemys lle Marea na oc 
88 a > Zo. BURIAL, CREMATION, MN. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY Wd. LOCATION (City, town, or county) (State) 
b2 Pe Fogel 8/6/58 ARLINGTON NAT'L, CEMETER ARLINGTON, VIRGINIA 
ast 
2 23. Fut thi Mb) S fe UW RESS. a 2ha. REC'D BY REGISTRAR 2a. a ee SIGNATURE 
VS A15 (4} > 
15M 10/37 phaly Pf lowe UG 7 _'58 j 


om 


* 


thot the death certificate be executed within 24 hours ofter deoth: Pra 4 


5 
3 
D 
6 
(3 
2 
© 
3 
> 
a 
13 
Bd 
ay 
Ss 


Pages 1 ond 2 shauld be filed with 


Then pl 


ng physicion. 
‘ate hos been signed by the attending physician and ¢ 


PHYSICIAN: The fow requires 
use os the buriol-tronsit permit. 
the registror prior to burial, cremation, or removal, and in any event within 72 hour 


jo! or 
this certi 


, 


A 


52<8 
Zev 
Ga Oo 
Eos 
< 56% 
= Ve SD 
C252 
Sige 
Seal 
zens 
322% 
foe 2 
0 Fo® 
- e 

VS ANS (4) 
1SM 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


$ QQ CERTIFICATE OF DEATH 


08951 


Reg. Dist. No. 
ay earre a ree Reece (Where deceased lived. If institutian: Residence befare admission) 
°. a. b. COUNTY 
| Carroll ibe) Maryland Balto.City 
Pig b. er OF anes ae Butte! wes limits, write {¢, LENGTH OF STAY IN Ib | c. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest town) ; 
IURAL ond give nearest town! 3 < / 
esville 2yrs,3mos »2days: Baltimore 12 CR A-WED ? 
= d, NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
J + OR INSTITUTION, ON A FARM? 
Springfield State Hospital 1212 Walters Ave. ves] Note 
A Rees First Middle Lost 4. ead Month Doy Year 
{Type ar print) Frieda Ermine Wieman MOORE Beata August 18, 1958 
5. SEX COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] |8. DATE OF BIRTH 9 AGE (In eon IF UNDER 1 YEAR| !F UNDER 24 HRS. 
Jos). Bartha : 
Female White wipowen FY ovorceop] | August 21, 1890 2 >n) [Months] Days | Hours | Min. 
100. USUAL OCCUPATION (Give kind of k dane|10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (State ar fareign country) 12, CITIZEN OF WHAT COUNTRY? 
during mast af warking life, even if retired) 
Public Health Nurse - Canada Unknown 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
| : Levi( Wieman Wi LG, A Amanda Wieman 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


(fe, 10, oF untnown) {I yes, give wor or doteybt terre) 


No - * 


Springfield State Hospital Records 


18. CAUSE OF DEATH [Enter only one cause per line for (0). (b). ond {c)-] 


INTERVAL BETWEEN 
ONSET AND DEATH 


PARTI. Tt 's 
FL OONWISSHERM., Arterfosclerotic heart disease Years 
Lf ' DUE TO 
Canditians, if any, which w 


gave rise to immediate 


cause (a), stating the under. ( CUETO 
lying cause last, {e) 


ACTUAL f 


ic R site Beare 
SIGNATURI 


ipeca’s Edmund Lusthaus, M.D. 


‘BURIAL, C 2b. DATE THEREOF Me. ‘EOF CEMETERY OR CREMATORY 
ee) “al -h \Brecaery 
ra 4 {A} 


z Paat I OTHER SIGNIEICANT CONDITIONS CQNTRIBUTING TO DEATH BUT NOT RELATED JO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1io)|19. WAS AUTOPSY 
2) c Bes assoceuith presenite brain divease With poyenotie Leaction: PERFORMED? 
& Decubs on_be ves#) Not] 
= [ 200. ACCIDENT WAS UNDERLYING L]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Part ll of item 18.) 
© | OR CONTRIBUTING C1 CAUSE OF DEATH 
& | (F EITHER, NOTIFY MEDICAL EXAMINER) 
3 |20c. TIME OF INJURY Month, Dey. Year [20d, INJURY OCCURRED ]20e. PLACE OF INJURY (Home, form, 1208, (City or town) (County) (tote 
5 Reve cna: RCRD HE Hi factory. street, office bldg. etc.) | 
= p.m. lat work [] ot work [J H 
21. | certify thot | attended the deceased from__May 16) peices to_August 16, | 19.2% thot | lost saw the deceased 
olive on_August 16, 258 ond thot death occurred at_OF125 M, fram the causes and on the dote stated above. 
ADDRESS (Street, city or town, state) DATE SIGNED 


22d. LOCPTION (City. ta county) (Sigte) 


DDRESS 


pena ed 
LUNM A Pie 


Vay" A 


24a. REC'D BY REGISTRAR 


24b. REGISTRARS SIGNATURE 
care MOG 21°58 Catton & Pamuk 


wl 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
8956 CERTIFICATE OF DEATH 


ca 


08352 


Reg. Dist. No. 


ith 


8 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceared lived. If inition: Residence before admission) 
iy °. °. b. COUNTY 
3 Carroll ee. Maryland Frederick 
a) b. CITY OR TOWN (If outside corporote limits, write [c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) f 
s RURAL ond give nearest town) J 
32 kesville (Rural) 1 " F Unknown / 
28 d. NAME OF HOSPITAL (If not in hospitol, give street oddress} od. STREET ADDRESS ‘©. 15 RESIDENCE 
=% 3 INSTITUTION ON A FARM? 
Pye Springfield State Hospital Unknown ves (] Not] 
ect * 
“ 3 3. NAME OF First Middle lost 4, DATE Month Dey Yeor 
Zs (ype or print) Bessie Motter ear Au gust 22, 1958 
=e 5. SEX 6. COLOR OR RACE |7. MARRIED ["] NEVER MARRIED 8. DATE OF BIRTH 9% AGE {In yeors RIF UNDER 24 HRS. 
s lost birthdoy) aE Doys | Hours] Min, 
2. Female White wipowed [] ovorceo 1] | October 15, 18 80. 
100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY (11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

s 3 during most of working life. even if retired} 
Re Clerk Maryland USA 
8 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
seé Ui 
Be John C. Motter Effie Marken 

3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. |17, INFORMANT ‘Address 

§ {Yas, no. or voknewn) (0 pen, give wor oF dotes of service} 

i No. Springfield State Hospital Record 

8 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (¢).] INTERVAL BETWEEN 

x PART |. DEATH WAS CAUSED pai ge ks 

§ IMMEDIATE CAUSE Coronary Occlusion i 

= Z : DUE TO 

wo _Arteriosclerotic Cardiovascular Disease Years 


{0}. stoting the under, ( DUE TO . 
Seno Soe, (g__ Generalized Arteriosclerosis ee 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART sue See 


MED? 
Paranoid state 


YESS No] 
20a. ACCIDENT WAS UNDERLYING O) 
OR CONTRIBUTING LT CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Doy, 
Hour o.m. 
p.m. 


21.1 certify that | attended the deceosed from... November_1., 19.55_, to_Augnat.22., 1958. ..that | lost sow the deceosed 


‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I! of item 18.) 


Yeor | 20d. INJURY OCCURRED 2e. PLACE OF INJURY [Home. form, 1 20f. (City of town) {County) (Stote) 
ie Rela foctory, street, office bldg., etc.) | 


jot work [_] of work ‘ 


5 
this certificate has been signed by the attending physi 
poge 3 shauld be detache far use os the burial-transit permit. 
MEDICAL CERTIFICATION 


{ or 


at 


olive on_AUSUSt 21, 12.58 __, ond thot deoth occurred of 200A M, from the causes ond on the date stated above. 
. y ADDRESS (Street, city or town, stole) OATE SIGNED 
1 h. no ..Soringfield State Hospita 8/22/58. 


Nant tyer_Edisabeth M, Knopp, My ille, Maryland. 


‘To. BURIAL_CREMATION, a - THEREOF Tic. NAME OF cose OR CREMATORY Md. {QCATION (City, town, or pow) Stote) 
REMOVAL (Specify} 25 yy) 
mn LA E f 2) 


23. FUNERAS DIRECTOR'S ah 3 DRESS, a 7; He TURE 
et ae ot. RO. ra 03 MAA One Mig-FEC'D BY Foti 2ab. REGISTRAR'S SIGNATU 
ware AUG 2 7 '08 Crt £ Fad 


the registrar priar ta burial) crematian, ar removal, and in any event within 72 hou 


may be retained by the ho: 


~< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs after death: Page 4 
TO FUNERAL DIRECTOR: A! 


Pd 
=> 
2a 
a5 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 : “ 
8907 CERTIFICATE OF DEATH satan, HOd08 
i 


J 


& LO 1. PLACE OF DEATH, lanrat 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
® 7D ° ° b. COUNTY 
~ pring! d-State MASA Md Baltimore city 311 
£ he b. CITY OR TOWN (If outside corporole limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If oulside corporote limits, write RURAL ond give nearest lown) 
$ $2 RURAL Ha n) vY 
3 E> svitie Baltimore VOl =a 
~ 2S 
i: eg d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS @, 1S RESIDENCE 
tas (S| *"eerlngtield State H 202 Moravia Ave, Balt 1h, Ma | Li 'sot 
one j ¥ 
g 35 / pring? ate Hosp. 3202 Moravia Ave, Balt 1h, Md | 0 sot 
2 26 3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
3 
& By thee or prion Louise Smith Murkey DEATH 8 17 19 58 
c = 
= =o 5. SEX 4. COLOR OR RACE | 7. MARRIED [[] NEVER MARRIED  [8. DATE OF BIRTH Hy Ge ib year IF UNDER 1 YEAR| IF UNDER 24 HRS, 
= me femal white [wioowe pivorceo [} 17/21/ 75 B yn. Pa e 
[e- 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign country) 112. CITIZEN OF WHAT COUNTRY? 
het during most of working life, even if retired) a deh USA 
So Bes = LVQ ependen : 
eis. nae at Sehweay ives ates 
Sa 
2 O89 
tie | ; = 
S 15. WAS DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. |17. INFORMANT Address 
€e 
= age (Yes. no. oF unknown) {IE yes, give wor or dates of service) 7) oy ra ee 
ga pritabies —— ——— 
pe OD Pay (Va 
5 ie Be 1B. CAUSE OF DEATH [Enter only one es per line for {0), (b), ond (c)-] INTERVAL BETWEEN 
oe EO’; PART |. DEATH WAS CAUSED BY: 
2 35: HAAS cAuseD oy, Bronchopneumonia due to undetermined cause 
5 Te? DUE TO 
= 5s > Santon eenicn i Senile atrophy, and marasm 7 days 
3s ZeEs gove rise lo immediote 
-— Ss couse (0), stoting the under. ( CUETO 
35 under. 
gers (ical Wit, i Arteriosclerotie heart desease 
£ : Rigs Te Sy 
3g $ 5 wy é Past 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) | 19, A 
2Rofs5 S a 
28335 S149) oO wp 
Fort Be © |200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
See2° & | OR CONTRIBUTING [] CAUSE OF DEATH 
ages © (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2ssss & [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) {County) {(Stote) 
P5295 3 Hoe oe ip hile, Not white foctary, street, office bidg., etc.) | 
acc Serer = p.m. jot work ([} ot work [J H 


21. | certify that | attended the deceased from___Be9 : 19.58, oy ee 19.___.,that | last saw the deceased 


=. 
25 , 

8 e Z s 3 alive on__ Bel beS 8 _ = ee and that death accurred at By! 5 Am, fram the causes and on the date stated abave. 

beg CS A 9) a2. } ADORESS (Streel, city or town, stote! OATE SIGNED 

Eagee ACTUAL Up / A/G i 4 

ae 225 SIGNATURE AM MIDS ¢_ See 2 ea ee ee sn ee 
£oRe 

25535 | PHYSICIAN'S Ellis S .Marghol. 

wescs Cg NN —————E———E—————— eis 

Ss 2o'p 20. BURIAL, CREMATION, | 22b. DATE THEREOF Zic, NAME OF CEMETERY OR CREMATORY (Store) 

O,5 8° REMOVAL {Specify} 2 

mes GAL fn 5. £0. SA OBK LA 

2 ¥ 4 23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR 


Wis NP 2 Moen aus 0b67 Maetoes tp DATE 


Then please remave carbon 


is certificate has been signed by the attending physicion ond 


‘or use os the buriol-transit permit. 


or ottending physicion. 
the registrar prior ta burial. ‘cremation, or removal, and in ony event within 72 hours ofte; 


may be retained by the ho: 


TO FUNERAL DIRECTOR: Aft 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs offer death: Poge 4 
page 3 should be detach 


VS AIS (4) 
15M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 (j S 9 5 4 
8958 CERTIFICATE OF DEATH fire 


2. MAI ada (Where deceosed lived. If institution: Residence before admission) 


Maryland > °° Washington 


¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
Hagerstown 


d. STREET ADDRESS «, ee Pr RGe 
930 B Main Avenue ves (] No CF 


3. NAME OF First Middle tast 4. DATE Month Doy Yeor 


1. PLACE OF DEATH 
©. COUNTY 


Carroll gn ta 


b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN tb 
RURAL ond give negres! town) 
Rural - Sykesville 23 days 

d. NAME OF HOSPITAL (If not in hospital, give street oddress) 
OR INSTITUTION 


Springfield State Hospital 


DECEASED OF 
(Type oF pri WILBERT LINCOLN ORNDORFF | Deaa 8 L- qe5e 
5. SEX 6. COLOR OR RACE ]7. MARRIEGIE] NEVER MARRIED [-] |8. DATE OF BIRTH 9. per re RI IF UNDER 24 HRS 
fost biel Y! Month: De Hi Mi 

Male W wiooweo]  oworceot | 5/6/1919 a7) [Months] Doys | Hours | Wi 
10a, USUAL OCCUPATION a kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

during most of working I life, even if retired) 

Auto Mechani -- USA USA 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Joseph H. Orndorff Mary Sheets 

1S. WAS BRS Se IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. |17. INFORMANT Address 


ey digs 71:1 STIS p1 3-16-0228 


18. CAUSE OF DE, [Enter only one couse pePline fe (0). {). ond (c)-] 
PART 1. DE: WAS CAUSED BY: 


Record, Springfield State Hospital, Sykesvil 


INTERVAL BETWEEN 
ONSET AND DEATH 


We: AMEDIATE CAUSE (0) 

a ie e DUE TO 

Conditions, ifgpny, which _Arteriosclerotic heart disease with angina pectoris year? 

gove immediote 

couse (a)iiitating the under. ( OVE TO 

lying Kouse lost. (©) 
é Bar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o)]19. WAS AUTOPSY 
3 k@ite Brein Syndrome associated with metabolic disturbance (uremia) ED) NOC] 
= | 200. ACCIDENT WAS UNDERLYING [)_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
& | OR CONTRIBUTING L] CAUSE OF DEATH 
UO IF ETHER, NOTIFY MEDICAL EXAMINER) —— 
& [20. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote} 
6 Hour o. m. While Not while foctory. street, office bldg., elle een 
gl -e-= om Tn 19 lot work () ot work [J 

75 
2). t certify that | attended the deceased fram._ 8 EEL oe 32 1929, Fe. ~..that | last saw the deceased 
alive an__. 8 en 18 and that death accurred “ids65P;, Fat the causes and an the date stated above. 
ADORESS (Street, city oF town, stote) DATE SIGNED 
Lt 
Seine . Sykesville, Maryland 8/78 


rmrsiiaN’s Yasuo Takahashi, M. D. 


‘Zo. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {Stote) 
SEMAN re (Si a 
8/4/58 Rest Haven Cemete cao ah to Md. 
23, FUNERAL see SIGNATURE avoress 1601 Penna. reap 240. REC'D BY REGISTRAR mie S ety 
5 
ee Heven Funeral ee Inc. oe oare AUG 4°58 


eee 


4 
oN ss bh aib WWsayhWSW bHryo H/®@ 
\ 


MARYLAND nA DEPARTMENT OF HEALTH—BALTIMORE, 18 0g955 


toma 18-21 Film MEDICAL g_MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


FOR S 
HEALTH DEPT. 


9. AGE cuiyeat 


Ss” 
ms. 


ae es 
11, BIRTHPLACE (Stote or foreign L 6s 2. CITIZEN OF WHAT COUNTRY? 


SOMERSET Co DEN NG MASE % 


UNDER 24 HRS. 
Hours | Min. 


LOR OR RACE |7- MARRIED [-] NEVER MARRIED (| 6. oare oF stetH 


‘White wows ovorceo Oh | ALPIR YL ST / (SIS. 


Wo. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY. 


1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If inslitution: Residence before odmission) 

eed e. i 
tances Carroll mamano || ° SE Maryland B COUNT General 

oo a 
“ee B. CHEY OR TOWN it ori cero Gi ie KURA ¢. LENGTH OF STAY IN Ib €. CITY OR TOWN (If outside corporote limits, write RURAL and give neores! town) 
ioe jive nearest town) 
Sba > 
ae ES ae 2] Westminster ee 
<= is d. NAME OF HOSPITAL oR INSTITUTION {If not in hospitol, give street oddress) d. STREET ADDRESS IS RESIDENCE 
oe 3 / ON A FARM? 

7 

Eve ou ’ “Court Plaee = [ves (]_ No & 
S38 First Middle Lowt 4 DaTE Month y 
235 i 
303 MARY JANE RAL LING DEATH August 19 58 
Bae 
” oO 


during mos! of working life, even if retired) 


SE sre 


Bey 


13. FATHER'S NAME ("3 MOTHER'S MAIDEN NAME 


NALD  CRO/G GRACE FELT 


15, WAS DECEASED EVER IN U, S. ARMED FORCES? | 146. SOCIAL SECURITY NO. |17. INFORMANT 


File pages 1 on! 


|, cremation, ar removal, and in any event within 72{ fours offer death. 


within 24 haurs after death. If any delay is necessary. please 


tem 18. Give Pages 1, 2, an; 


> 
oO 
2 
z 
& = 
we {Tes, no, er unknown) Uf yes, give dates of rervice) EY S. he GR 4) ie 
2. a = — ___ Wiewme Raum “FARE, ey £ 
ae 18, CAUSE OF DEATH [Enter only one cavie per line for (0), (b), and (c)-] ee Sokongan 
§a PART I, DEATH WAS CAUSED 8Y: * 
Bse- IMMEDIATE CAUSE (o} Barbiturate Poisoning FS — 
iig3 970.2, wet 
ge 6s Conditions, if ony, which (b) __ : 
ant gave rise to immedi use istic oeieccereeeennnnEn EERE ete a =, 
Bes (a), stating the underlying( DUE TO 
a, = ° cause fast. (e. 
a * —= 
se os PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART iteil 19. was AUTOPSY 
L550 . War cera RFORMED? 
8 5 sf 4} Ki YES] No] 
Eg & 200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port | or Part Il of in : 
$533 : E | 200, Exe Be SBnindltinc o {Enter nature of injury in Port | or Part Il of item 18.) 
2e22e © | CAUSE OF DI Incested herhitureates 
. Pe —_ a 
& 2s a  [20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED |20e. PACE OF a) ia: Cit 120. (Cily or town) (County) (Stote) 
efure 3 He Whil whi factory, street, office , 
Fp. 5 2 cet 8/4/5% at work CJ aes Home Westminster Carroll Me. 
eet 0B as aibit gi 8 charge of the remoins described obove, held on Avtopsy Inspection [], Inquiry (ah and in my 
Ed ss = opinioneoth rent ‘ed ig ANatfro! causes (ali Accident 0. Suicide ff] EL oH Homicide oO. Undetermined monner | 
~ob it » 
< 255° Liat ee: a 
rt be 3 sh IG Cer 7 VA Ajj tp, CHIEF MEDICAL EXAMINER [J rare, 
w S266 a = ae 8 8 
ets a ASSISTANT MEDICAL EXAMINER SC) 5, 5 
Se A EXAMINER'S 
5 etss NAME (Type) Paul F, Guerin, M.D. DEPUTY MEDICAL EXAMINER [} 
Scees { Tie. BURIAL ie) Zab. DATE THEREOF =f | 22c. NAME ¢ “Mee OB ~]22d. LOCATION (City, sate ‘or county) (State) 
aese. .) 
0 ®*9° HES Th § TE (TZ fh te 
v4 is; ADDRESS ‘740. REC BY REGISTRAR | 24b. Cee SIGN 
VS. AISME , as 
5M 2/57 yy ie, oahUG 7 58 A x ‘a 


ad 


je 4 


jetely filled in by the funerol director, 
% Pages 1 ond 2 shauld be filed with 


that the deoth certificote be executed within 24 haurs after death: Pag: 
¢g, 
Then please remove carbon 


te hos been signed by the attending physician ond 


© ottending physicion. 
use os the buriol-transit permit. 


a 
rs 
§ 
g 
3 
> 
z 
5 
2 
2 
° 
2 
° 
é 
2 
r) 
¢ 
2 
x} 
e 
5 
3 
2 
3 
re) 
a 
3 
a 
8 
a] 
bod 
= 
y 
2 


3 
= 
© 
= 
~ 
) 
z 
+ 
3 
= 
3 
> 
i) 
E 


zctU 
<3 
~% 
ee 
£3 
as 
a2 
23 
dc 
z2 
3° 
4 
22 
o* 
2 


TO HOSPITAL OR ATTENDING PHYSICIAN: The fow requires 


VS AIS (4) 
15M 10/57 


fter, deo! 


MARYLAND STATE DEPARTMENT OFH a 18 0 §956 


8959” TSem CERTIFICATE OF DEATH CRS 


2, USUAL RESIDENCE (Where deceased lived. If institution: 


lesidence before admission} 


©. STATE b. COUNTY P 
7D MARYLAND Mar 
frelon oo yland eft / 
Nat outside corporote fi ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


"RURAL ond os nearest town) 


Sykesville Baltimore prt. By 
di NA EOE peal (if not in hospitol, give street oddress) d. STREET ADDRESS , e. agit io 
Coe , lll Reisterstowmm Road #8 ves) Not] 
3. NAME OF First Middle Lost 4 fig Month Day Yeor 
DECEASED 
tye or in gr.  _RowvenBERG | Fam 19 SE 


“Tost elton) 


3. SEX & COLOR OR RACE ]7. maRRigD Never MarRie [] | 8. DATE OF = 
Wh wivowenet —soivorceo] | Oct. 2, 187k 


T0c. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY] 11, Ae (Stote or foreign country) 
during most of working life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


Carpenter Hughes Lumber Co» Catonsvil 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
? Ronnenberg Unknown 
By tae ad Bye utes ARMED, FORGES? 16. SOCIAL SECURITY NO. |17, INFORMANT Address Miami Florida 
No ar Mrs. Dorothy Denny-1023 Southwest 6th St. 
18. CAUSE OF DEATH [Enter cniy one couse per line for (0), (b), ond (c).] INTERVAL BETWEEN, 
ran ean es, Ce renery Throm@ sis) Mrte ry seleretys - 
UXO, | DUE TO 1957 


Conditions, if ony, which tb) é gh se Mh AR bro we Mths a 


pove rise to immediate 


couse (0), stoting the under. ( CUETO st 
lying couse lost. te) 
= Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. WAS AUTOPSY 
i= 
3 yes] No] 
= | 200. ACCIDENT WAS UNDERLYING (J { 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
& | OR CONTRIBUTING L] CAUSE OF DEATH 
5 |e citer, NOTIEY MEDICAL EXAMINER) 
2 — 
& [20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 1 20f. (City or town} (County) (State) 
4 Ke iniie  Ricrieiaea foctory, stree!, office bldg., etc.) | 
= pom. 19 Jot work [J ot work [J i 
. 37 ry 
21. | certify that | atiended the deceased from_______.___--_.___. 7 AS Ep tomers aes fo , 19. SF thot | last saw the deceased 
= 
alive on__.)_ A¥%*4 ¢ a WS, ond that death accurred at..5:3.0 P.M, from the causes and on the date stated abave, 
y, ADDRESS (Steet, city or town, state] DATE SIGNED 
ACTUAL d > & 
tittten ersaad £. Math us ( saitee awos acute eer eS TS me SS 
PHYSICIAN'S 
eNO en Ae Dt ee, gy gs 5 eee 
720. BURIAL, CREMATION, 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, of caunty) {State} 
ya speci 
Buriat 8/6 Druid Ridge Cemete: Pikesville, Maryland 
23. ote DIRECTOR'S, oP og AooREss 24a, REC'D BY REGISTRAR REGISJRAR'S SIGNATURE 
LC for et) - on Tod ce 
wm pe - lpr (2? Sida 1G5 158 Led 


2 1 


STAT 
EALTH DEPT. 


o£ 


Heol 


af 


ond 3 to the funeral directo 
SS 


if ony delay is necessdy 
oy be retained for your fil 
with the Stote Boor: 


S 


File pages 1-on 
Athia 72 (hours after decth. 


ice along with form PM3. Pog: 


-tronsit permit. 


"3 Offi 


n pencil in Item 18. Give Poges 1, 2. 


i 
miner’ 


TO FUNERAL DIRECTOR: Page 3 should be used os 0 burial. 


pending 


Chief Medico! Exo 


the word * 


4 should be forwarded t 
or its designoted ogent, prior to burial, cremation, or removol, ond in any event 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 hours ofter death. 
execute the certificate, wri 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 a 


4 Ltem 20b Film 233 a ’ 
D 8960 MEDICAL’EXAMINER’S CERTIFICATE OF DEATH a 8957 


1, PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceoted lived. If institution: Residence before admissian) 
°. STAT , INTY 
Carroll maryiann || ° STATE Maryland » COUNTY Amme Arundel 
b. CITY OR TOWN it eotide corporate limi, write FUBAL |e. LENGTH OF STAY IN Ib |] _c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) j 
‘eng Ee resrep own} Vv 
~A Glen Burnie One 22 
CL OF HOSPITAL OR | * dies Te not in hospijsl, give stySet address) d. STREET ADDRFSS e. Cr 
pb ef" aly Mane 5 Chain-O-Hill, Markley Pke |r a. Noo 
3. pest reed : Firw Middle Lost 4 eg Month Doy 
Upon . EROY RUSSELL | °™™ August he) 
5. SEX 6. COLOR OR RACE |7. MARRIED PA’ NEVER MARRIED [_]| 8. DATE OF BIRTH 9. fe Basser 
iphdoy) 
Mal White [wow  oworceo |AZay 76, 2 LILY a vn. incon 


100, USUAL OCCUPATION ive kind of work done) 10b. KIND OF BUSINESS OR INDUSTRY411. BIRTHPLACE (Stole or forsi ign country) 


ey Fee i 2. CITIZEN OF WHAT COUNTRY? 
using moyt of working lite, even if rerired), i /, 
Z ea fan WMA A, c Sx Mary a) LY A -Sf. 

13. FATHER'S NAME 14, MOTHER'S MAYBEN NAME 


fe tn Bal (oa << Kavita [te Aberker — 


ig hes) DECEASED EVER IN U. S. ARMED Forces? 16. SOC, OAS 03 NO. INFORMANT 


Ds | YEE LP PIBS is Lhe lt Fase ame fig to __ 


MEDICAL eee 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c). ] crn 
PART I. DEATH WAS CAUSED 8° 
IMMEDIATE CAUSE fo} Compression of spinal cord 


ee DUE TO 


we: ony, which Fracture of fifth cervical vertebra = 


Gove rise to immediote couse 


(0), stoting the underlying( SUE TO 
couse lost. fe) 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|!9. WAS AUTOPSY 
> ro en ae MED? 
vs o. aie o 
20a. EXTERNAL CAUSE WAS 20b. DESCRIBF HOW INJURY OCCURRED. (Fnier noture of injury in Port TF i 
206, EXTERNAL eoeFnnc o c UURY (Frter noture of injury in Port (or Part I of item 18.) 
CAUSE OF DEATH. Dived into shallow water 
20c, TIME OF INJURY Month, ca Yeor ae INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 120, {City or town) (County) (State) 
HOUr oe: mt: y, Not white © acjory,stregt, pffice bldg. etc.}/! Ye 7 “y). 
pm. Sarped, 19 Pojorvek O ot work [7 2VO-YE/fe We n H LA Lers Carrs 
21. certify that | tgok charge of the remains g bed above, held dn Autopsy fx], Inspection [}, Inquiry (J. and in my 
opinion deoth resulted from: Natural causes [7], Accident Suicide [], Homicide [], Undetermined manner [] 
ACTUAL ( ( é a4 DATE SIGNED 
Ronnrdne J : CLL + yp, CHIEF MEDICAL EXAMINER [] 
aN ASSISTANT MEDICAL EXAMINER [XK 
EXAMINER'S 
NAME (Type) Charles Se Petty, MeDe DEPUTY MEDICAL EXAMINER [2] 8/9/58 
220. BURIAL, CREMATION, | 22b. DATE THEREOF ‘22c, NAMF OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Store) 
ys gyal ety 8-13-58 bf, dh me 
C4 Ge ¢!, ae 


ae za a, Fa, Bunty dove, ve 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
296 CERTIFICATE OF DEATH 


S958 


“ eras Reg. Dist. No. 

3 7 a dV Bone Jolt 2. pe el (Where deceased lived. If institution: Residence before admission} 

+ e 9. STAI b. COUNTY 

3: ro ‘oa Maryland Washington 

3 o 'b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN [If outside corporote limits, write RURAL ond give nearest town) 

g 2 RURAL ond give neorest town) 7 

$2 Rural - Sykesville Lyr.lmos.13days Route #1, Hagerstowm keg 

oS oe d. NAME OF HOSPITAL (If not in hospitol, give street oddress} d. STREET ADDRESS e. 1S RESIDENCE 

bathed i OR INSTITUTION ON A FARM? 

i=? Springfield State Hospita a ves (]_NoXY 

£6 3. NAME OF First Middle Lost 4, DATE Month Doy Yeor 

e - DECEASED M4 OF . 

23 (ype oF pron John RUTH DEATH August 3 1958 

>» Ey 5, SEX 6. COLOR OR RACE | 7. MARRIED [[] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE Ingen IF UNDER 

7 urthdoy Min. 
male white wows 2 —_ oworceo) | February 9, 1878 Gone = 


e 
° 
8 

2 
= 
° 
c 

4 

A} 

ES 
ae 

c 

D 

+ 

3 
‘3 
= 
rc) 
© 

= 
> 

a 

Hs 

us 
c 
° 
3 

a2 
” 
2] 
= 
2 
° 


Wo. USUAL OCCUPATION (Give kind of work done| 
duritig, most of working life, even if retired) 


Stock clerk - ret. 


12. CHIZEN OF WHAT COUNTRY? 


United States 


10b. KIND OF BUSINESS OR INDUSTRY | 1). BIRTHPLACE (Stote or foreign country) 


13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
William C. Ruth Mary A, Sprecker 


bein Dio hae i ae ED Gon eee 16, SOCIAL SECURITY NO. |17, INFORMANT Address G kesville Mea. 
ae bak ol 2al-091313) Records of Springfield State Mispital ? 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond te).] 


PART 1. DEATH WAS CAUSED BY: fe) 
ul IMMEDIATE CAUSE (0). 
| ‘ 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remove corban pi 


1, and in ony event within 72 haurs after death 


The tow requires that the death certificate be executed within 24 hours after death! Page 4 


DUE TO 
z Conditions, it ony, which »_Arteriosclerosis 
E gove rise to immediote 
8. couse (0). stoting the under: ( DUE TO 
es lying couse lost. ie — 
3 5 Zz Parr Il. ER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) | 19. WAS AUTOPSY 
SHED “42 Chr. mic, brain drogme assoc ith, girculatory disturbance, with cere elds ase 
- ) Lod e ny 
Spee AAS ral arteries Patsy os Sy With bsyonotfe eer oh i z. YegGt_No 1] 
g 7 = | 200. UNDERLY! 9 . (Enter nature of injury in Port | or Port Il of item 18, 
Fens | 200, ACCIDENT WAS UNDERLYING C] 206. DESCRIBE HOW INJURY OCCUEED. (Enter nature of injury in Por Vor Por! Hof em 1B] 
= gees G | (IF EFTHER, NOTIFY MEDICAL EXAMINER) oo 
2sses § |20e. TIME OF INJURY Month, Day, Yeor ]20d, INJURY OCCURRED |[20e. PLACE OF INJURY (Home, form, 120%. (City or town) Geen) (Stote) 
Estes os Hour 0. m. While Not while factory, street, office bldg., etc.) | 
oe Fs pieces 19 for work Cporwsrk == toooss 
(4 
2 Ses 21. | certify that ( attended the deceosed from March 21.____., 1957, to.August 3... 19. 58..thot ( lost sow the deceased 
2.2 a 
os 3 35 olive on__ Angust,3________ 1958. _._ 4nd that death occurred ot 800 _PM, from the causes and an the date stated above. 
E = 6 3 3 of Vi ADDRESS (Street, city or town, stote) DATE SIGNED 
aeGCE ACTUAL 4 
ape £8 J SIGNATURE__ / 0. Springfield State Hospital. Bah=58 
faze 
ao 25 PHYSICIAN’ 
SascZ 2 ie NAME type) Walter Kno MN Sykesv 
zee at SR ES he ante ge ic yf a Se os eee eae: 
Pa 3 2 % ig Ro. EORIAL, eon ‘2b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {Stote) 
sat VAL (Specify) 
= z= ae Buriat ‘1958 Rest Haven Cemetery Hagerstown, 
- 


& 
> 
a 
= 


Na RECTOR’S SIGNATURE ADDRESS ‘2da. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
’ be; ey-Kouzer |uneral Home ie 
ee 7K: a tila, Pereges Hagerstown, Maryland | par 15g 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 USJoId 
8962 CERTIFICATE OF DEATH 


Reg. Dist. No. 


se 

3 ‘3; a EtAc cr DEATH 2. usuAt RESIDENCE (Where deceased lived. If institution: Residence before admission) 

g Sp b. COUNTY 

af arrol) oe ‘land Baltimore City 
Be b. CITY OR TOWN (If outside corporote limits, write © CITY OR TOWN (If ovtide corporote limits, write RURAL ond give nearest town) y 
s a 7 RURAL ond give nearest town) ‘ v 
Sf kesy Q Baltinore City \ f-4@ 

£2 d. NAME OF HOSPITAL (If not in hospitol, give street an d. STREET ADDRESS. e. 1S RESIDENCE 
= / a OR INSTITUTION ON A FARM? 
25 : Springfield State Hospital 627 EB. 33rd ves NOTE 
a 3. NAME i i 5 

2 4 pees 5 First Middle tost 4 pare Month Doy Yeor 
zs (herein) Ethe}] Margaret Schuncke DeatH _ August _6, 19 58 
od 9. AGE {In years 

o lost birthday) 


S. SEX 6 COLOR OR RACE |7. MARRIED EY NEVER MARRIED [] 
_Female peibowen Je) (= SeNeReED LE] 


100. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY 11, BIRTHPLACE (Stote or foreign country) 
during most of working life, even if retired) 


Housewife = Clerk = Haryland 
I 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


death. 


2 
a 
« 
2 
8 
2 Robert Powe Ruth Pierce 
2 15. WAS DECEASED EVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. |17. INFORMANT Address 
§ {¥es, 90. oF untoown), Uf yen, give wor or detes of service| 
5 No = Springfield State Hospital, Sykesville, Md. 
2 18. CAUSE OF DEATH [Enter only one couse per line far (0), (b}, ond (c).] INTERVAL BETWEEN 
; PAR AT eS ER obeys 
§ FF g 
= 81.0 DUE TO 
Conditions, if ony, which w__Acute pyelonephritis Weeks 


gove rise immediote 
the under: DUE TO 
tying couse lost. «o___Portal cirrhosis of the liver Years 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) | 19. WAS. end ad 
2\2| C.B.S. of unknown causée ERFORMED 


no 


20a. ACCIDENT WAS UNDERLYING [)__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port I or Port Il of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form . (City or town) (County) (State) 
Hour ©. m. While Not white foctory, street, office bldg.. etc.) ! 
pom. 19 lat work [] ot work [J i 


M certificate has been signed by the attending physician ond co 


use as the burial-transit permit. 


‘or attending physicion. 
the registrar prior ta burial, crematian, or remaval, and in ony event within 72 hours 


¢ 


IG PHYSICIAN: The law requires that the death certificate be executed within 24 haurs ofter death: Page 4 
MEDICAL CERTIFICATION, 


z ee 2 21. | certify thot | attended the deceased fram. _suly1 et 1 19. 584, to_ August 6 __, 19.28 that | last saw the deceased 

Beet alive on_August 6 19 _-. and that death occurred at_J}.%208%, from the causes and on the dote stated above. 

Fios Cae a ADDRESS (Street, city or town, stote) DATE SIGNED 

<q 

s7e2t | ([tetthn oe hed 2,100, Sykesville, Maryland, August7,.1958___. 
coz 

2253 PHYSICIAN'S 

Hea NAME (Type}_I'I'9 springfield State Hospital __ 

SSO Tho. a a ony OF CEMETERY OR CREMATORY Zid. LOGATION (City, Jown, or county) (tote) 

2338 ae ax p 

oot Ube oh? bonne VEL 4 AL 

- - 


‘240. REC'D BY REGISTRAR aeity R'S SI 
, 


VS AIS (4) (p v 
TSM WA? a. 12 L A pare AUG S ‘58 


ge 4 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours offer death: Po 


id 


Then please remove carbon pa! 
|, cremotion, or removol, ond in ony event within 72 hours pfter death 


certificate hos been signed by the ottending physicion ond co! 
-tronsit permit. 


‘or attending physicion. 


se as the buriol: 


may be retained by the hospi 
TO FUNERAL DIRECTOR: Aft: 

poge 3 should be detoched 

the registror prior to burio! 


VS Al5 (4) 
15M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 US960 
896 CERTIFICATE OF DEATH Reg. Dist. No. 


" E DEATI 
1, PLAGE OF Deana ial T 


oe = ee 
2 peace (Where deceased lived. If institution: Rei@}go eee) 


o. b. COUNTY 
MARYLAND . o 
a eSy = o n £z, = G OOS a= Md 
b. CITY OR TOWN (If outside Corporote Timits, write | ¢. LENGTH OF STAY IN Ib | ¢. CITY OR TOWN {[f outside corporote limits, write RURAL ond give nearest town) vA 
RURAL ond give nearest town) * e 
¥ ee Y.7 mo,8 days Baltimore Vo 
d. NAME OF HOSPITAL (If no! in hospitol, give street oddress) ‘d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION, ON A FARM? 
Springfield State Hosp, 423 Buena vista Ave,Balt.11 ves (] NoX} 
3. Reeriae First Middle lost 4, aid Month Day Yeor 
{Type or print) Walter Mason SHEELEY DEATH 8 17 19 58 


IF UNDER 1 YEAR) IF UNDER 24 HRS. 


5. SEX 6. COLOR OR RACE |7. MARRIED [JLNEVER MARRIED (.] | 8. DATE OF BIRTH Bares Slat 
: sf, Lirthdoy) 3 
mate | waite frome monn | 7-13-04 | SPA 


Fai 
11, BIRTHPLACE (Stote or foreign country) '2. CITIZEN OF WHAT COUNTRY? 


10a. USUAL OCCUPATION {Give kind of work done] 10by KIND OF 6 IR INDUSTRY 
mpegeting most of working life, even iF retired) 
Bri eK be e _Me¢ 


¢ 13. FATHER’S NAME 14, MOTHER'S mt DEN NAME 3 
William Sheeley (dec'd) Ida Sheeley 
Bae SERN Seon once 16. SOCIAL SECURITY hla INFORMANT Address 
No 21832-3162 | Mrs Mildred N, Sheeley. bh Read 


INTERVAL BETWEEN 


18, CAUSE OF DEATH [Enter only one couse per J 
ONSET AND DEATH 


PART I. DEATH WAS CAUSED BY: 
ae 4 IMMEDIATE CAUSE (0). 


Conditions, if ony, which " 
gove rise to immediote 
couse (0), stoting the under. ( DUE TO 


ee s Pick's disease 


Part Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL of CONDITION GIVEN IN PART Io) 


for {0}, (b), ond (c)-] 


z 1F was auTorsy 
Q PERFORMED? 
3 yest] no) 
= 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Porl Il of item 38.) 
& | OR CONTRIBUTING C CAUSE OF DEATH 
© | (If EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Doy, Year ] 20d. INJURY OCCURRED | 20e. PLACE OF INIURY tHome, form, | 20F. (City or town) (County) (Stote) 
S ih ee While Not while factory, sireet, office bldg., ete.) ! 
= p.m. W lot work [1] ot work [J ! 
3 Ss J 
21. | certify Kd Vattenddd the deceased from_O/f 4! Sk, Wzze4, Nesey ‘Lb, ‘SF. eS sthat | last saw the deceased 
alive an__. ey [16 [Sf | _-, and that death accurred at {2~- OM, fram the causes and an the date stated abave. 


ADDRESS (Street, city or town, stote) DATE SIGNED 


ACTUAL 
SIGNATURI MD. 


PHYSICIAN'S E Ad ds 
NAME (Type) d MUh UY sl haws. 
‘220. BURIAL, CREMATION, | 22b. DATE THEREOF Tc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, of county} (Stote) 
REMOVAL (Specify) a . y 
Buria Aue, 99 196% Druid Ridge esville, Maryland 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 240. REC'D BY REGISTRAR =| 24b. REGISTRAR'S SIGNATURE 


Burgee Funeral = 3631 Falls Road paTfiG 1.9 58 Othiin ee Fae: 


onl 


tely filled in by the funeral diregtar, 
Pages 1 and 2 should be filed with 


arte) 


gned by the attending physicion and 


transit permit. Then please remave carbon 


I, and in any event within 72 hau: 


hysician. 
ite has been 


1: The law requires that the death certificate be executed within 24 haurs ofter death: Page 4 
ian, ar remava! 


ing pl 
ical 
e bur 


‘ 


ar attend 


is certifi 
wr use as th 


¢ 
fc 
, cremat 


page 3 shauld be detached 


Af 
the registrar priar ta burial, 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
may be retained by the ho: 


TO FUNERAL DIRECTOR 


VS AUS (4) 
15M 10/57 


1. 


MARYLAND og ese yp OF a ee 18 U §9 'f I 
m mis 
896 °°" eRTIFICATE OF DEATH hits. 


LACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
8. COUNTY b. COUNTY v 
"Ma 
b. CITY OR TOWN (If outside corporote limits, write jy ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
RURAL and give nearest town) / 
B a move Ch: " e 2a \ 


d, NAME OF HOSPITAL (if not in hospital, give street oddres) 


OR INSTITUTION See eae dy U9 dis J y ONTA PARP 
| Springfield State Hospits eat Ri Robe A ves) NOX} 
3. NAME OF First Middle 4. DATE Month Day Yeor 

(Type or print) AKAMA ALICE E. SHOCKLEY DEATH August 
5. SEX hi COLOR OR RACE |7. HAARRIED [] NEVER MARRIED [7] |B. DATE OF BIRTH 9 tidy 
Female White WIDOWED §@] Divorceo 1] | May 29, 1869 89. 


10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY 


Ret 


11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


Maryland — Snow Hill 


during most of working life, even if retired) 
‘ired Seamstress o 


UpSeAe 


13. 


Charles Mumford 


15. 
(Wes. no. oF unknown) | {IF yes, ve wor or dates of service) 


14. MOTHER'S MAIDEN NAME 


yaQGoK Eleanor Godfrey 


‘WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


springfield State Hospital, Sykesville, Md. 


FATHER'S NAME 


No 


MEDICAL CERTIFICATION 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). and (c).] CNEET a OCan 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (01 


* 2 DUE TO 


" 

/ 
Conditions, if ony, which eo 
Qove rise to immediate 


couse (a), stating the under ( DUE TO f Siimedys 
dying couse lost. «General srteriostlerosis years 
Paar II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. Ny re Nea 
B ‘ As on ves] No) 
200. ACCIDENT WAS UNDERLYING CE] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part bar Port M1 of item 1B.) 
OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
= 2 ee ot 
Plc: HME OF INJURY Month, Doy, Yoor 20d. INJURY OCCURRED [70s PLACE OF INJURY tHone, frm, 120. (City or fm) (coms (tote) 


While a Mabsot tiie foctory, street, office bldg., etc.) 
at work ot work ' 


Hour a. m. 
p.m. 


21. | certify that | attended the deceased fram.__ wly 1 eee a 1958, to Angust.7___., 1958. thot | last sow the deceased 


alive on August 7... 19. =, and that death accurred ofL 22:00PM, fram the couses and an the date stated above. 
ADORESS (Street, city or town, stole) DATE SIGNED 


SGNATUR Unico 1c uo. Sykesville, Maryland, Avgust.7,.1958 t 
Nane(ye_Frencisco Pigueras, M.D, __——Springfield State Hospital _ 


fo. BURIAL, CREMATION, | 22b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (tote) 
We ee 9 
Bhria: 8/9/58 Meadowridge Mem. Pk e B e, Maryland 


23. 


Pe Anh oi 2 


. FUNERAL DIRECTOR'S SIGNATURE ADDRESS fae a D BY Postar jctn as ay a 
q 
WAY . (% ae With. + Runa. 24 oareWUG 8 58 


Os Fest. Ynd - 


= 


¢ pee executed within 24 hours after death. 


INSTRUCTIONS 
OR HOSPITAL: The law requires that the death 


The bottom copy may be rained by the hospital or attending physician. 


y, 


TO ATTENDING PHYSI 


completely 
death certificate assembly should be detached for use as a burial transit permit. 


VS AISC 1-55 10M ~~ 


certificate has been executed by the attending physician ani 


Y%4 
A“ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Uj S 96 £s 


CERTIFICATE OF DEATH 


89 6 5 Reg. Dist. No..... 


1. PLACE OF DEATH 2. USUAL RESIDENCE (HOME) OF DECEASED 


county (7) fO Je 2 Lg MARYLAND STATE ta a county <YIKIO 7 
cry ist oufside corporate limils, write RURAL LENGTH OF STAY oe (it outside corporate Himils, write RURAL and giva nearest flown) 
OR sive nearest town) ‘ {in this placa} 
TOWN "4 : 2) DLLs a= TDA 2 WL pfe Ye TOWN £22 AL 
HOSPITAL SSS | eee 


(if rurel give locelion) 


INSTITUTION or ADDRESS — 3 fe 

street appress. )A-/\/ Df Wi OWT LLED FIN, KG, WO oe Va Ce Gf. 
3. ee (First) (Middle) (Last) fe ae ha ‘Oat 

Si ee) = 

ype or Print) 7 WE MA. IPS eS OK, Da peaTH FUG, Zo PES 
5. SEX 6. Caer OR : inoovid, BvOkceD 8. DATE OF BIRTH 9. AGE last birthday IF UNDER 1 YEAR | IF UNDER 24 HRS. 
a . si ad : abe lb ee 
F. a a BUGZE/CIS “CZ mpm | om | 
TBs, USUAL SECUFATION (Give Find ol work 10b. fa BF BUSINESS TT. BIRTHPLACE (State or foraign country) 12, CHIEN OF WHAT 

ne during most ol working lile, even : . 
ried PINKS BORG, RDM Wf | O°S.a, 


13, FATHER’S NAME | 14. MOTHER'S MAIDEN NAME 


DOF Sep MINER Uf- Ave OR 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 17. INFORMANT & ADDRESS 


(Yes, no, or unk.) | (ll Yes, giva war or detes ol service) l DAW <« ‘SLOPP FINKABUR G, MD. PLe 


"is. MEDICAL Seen ERAT BETWEEN 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND DEATH 


2 ? IMMEDIATE CAUSE a) Rie ins. 


ANTECEDENT CAuSE(s) DUE TO ied Ze pihekai 
DISEASES OR CONDITIONS, IF _ANY, (8) 0 wa 


16. SOCIAL SECURITY NO. 


GIVING RISE TO THE ABOVE CAUSE 


STATING UNDERLYING CAUSE LAST. DUE TO . 
(c) Ne rae 


II OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE 
BISEASE OR CONDITION CAUSING DEATH. 


19a, DATE OF OPERATION 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 
) ves [] No 


OR CONTRIBUTING [] CAUSE OF DEATH OF INJURY street, office bidg., atc.) 


2le. ACCIDENT WAS UNDERLYING [] | 21b. PLACE (Home, farm, lactory, 2le. WHERE DID INJURY OCCUR? (City or town) (County) (Stata) 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


21d. TIME OF INJURY (Month) (Dey) (Year) (Hour) ] 21a, INJURY OCCURRED 2if. HOW DID INJURY OCCUR? 
While Not while 
M__|_ et work st work J 


bg maar hi x. 19.2 2 1 , that | last saw the deceased 
from the causes and on the date stated above. 

ADDRESS (fires!, Si My ews “ BATE SIGNED 

A Mowe Sora” bed > 
ee) LOCATION WZ town, or county) (Stata) 
7 /) 

sa LU, Ly CARR Cn MY, 

S SIGNATURE ‘ADDRESS 


7, N21 opal. THA - 


22. | hereby certify that | atten 
alive on. A222 ....... 


bal CA ( 


BURIAL, CREMATION, 
& \OVAL (SPECIFY) 
f 


nat os ail deceased from... 


and that death occurred at 


23. 


JATE THEREOF NAME Be CEMETERY OR CREMATORY 


BUGS /G GN LETYEL CEME JER $i 


REGISTRAR'S SIGNA’ ia tee DIRECTS 


pez WZ 


24, REC'D BY REGIS: 


DATE 


that the death certificate be executed within 24 hours after death: Page 4 


» 


Then please remave carbon po) 


_ MARYLAND STATE DEPARTMENT OF HEALTH—-BALTIMORE, 18 08963 


ond 


\ 

. 2966 CERTIFICATE OF DEATH Pad 
3 5 MK \ fi. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odminion) 

= = b. COUNTY 
32 Sarroll ee “Maryland Carroll 
6 b. oui OR TOWN (If autside corporate limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside corporote limits, write RURAL and give reares! town) 

53 

$ RURAL ce nearest town) . 
32 inksburg * Finksburg 
$3 2 d, NAME cs ee {If nat in eee give street oddress) jd. STREET ADDRESS. e. 1S RESIDENCE 
= + OR Sra ON A FARM? 
BS Westminster Rd Qld Westminster Ra, vés No O 
& 5 3. NAME OF Fint Middle tot snBae Month Doy Year 
= A (Type or print) Anthony Smith DEATH Aug. 21 198 
> 
=e 


5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [J] | 8. DATE OF BIRTH AGE {In xeon iF UNDER 1 YEAR] IF UNDER 24 HRS. 
n} birthdoy) nears] 
Male White wioowen &] —ovorceoO] | Apr, 10,1872 "Be yrs. nae 
10a. USUAL eecurAlen (Give kind of work dane! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of “pis ples setae red) 
tarmer Frederick Go,, Md, U.S.A, 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
4 Dennis Smith Long 
ib: Was ie pea u. $. apeeaontecde tf 16. SOCIAL SECURITY NO. } 17. INFORMANT Address 
(es, no, oF unknown} jive wor oF vervice} .T 
no ts none Mre, 0.0, Williems, Finksburg, Md, 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (e).] INTERVAL BETWEEN 


PART J. DEATH WAS CAUSED BY: (Hy ‘ONSET AND DEATH 
IMMEDIATE CAUSE (o! 


® Certificate hos been signed by the attending physician and ¢: 


2 
8 
7. 
3 
a 
2 
& 
s 
£ 
: 
: DUE TO 
ae Cenditiansy if’ onys witch »__Arteriosclerotic C,-V, Disease 
3 Eo gove rise ta immediote 
5 gs couse (a), stofing the vader. { DUE TO 
ee § = 2 lying couse lost. (S 
z 2 ee FS Par Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 10 DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yo]]19. WAS AUTOPSY 
webs %| Chronic Cystitis due to Prostatic Hypertrophy wo No 2 
Fors & ]20a. ACCIDENT WAS UNDERLYING 1) | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il af item 18.) 
eget & |or CONTRIBUTING 1) CAUSE er DEATH 
Zes2s G | GF EITHER, NOTIFY MEDICAL none 
Sepes & [2c TIME OF INJURY Month, om Yeor | 20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (Count {Stote) 
a & ¥ fehibs i factory, street, office bldg., ate ore 
y) o ui an whi * 
a g 2 om none a ork LE] oor Ey — none 
. $ 1} 
2 rH 2 3s 21.4 certify that | ee the deceased fram,____Y— 32. a, ees, tone Ga21=90 VLA. sthat | last saw the deceased 
os Fe $3 alive on. 9-19-53 —-----, 12____.., and that death accurred atl. OFM, fram the causes and an the date stated above. 
Fes 32 ADDRESS (Street, city or town, state) DATE SIGNED 
<a is 
Pet eT seu wo,..6 Hanover Ra, 822-58 
O25r6 | 
250s PHYSICIAN'S 
£og2 NAME (Type D, 2D, Caples © MD Reisterstown, Md, 
RS rf ra 2c. NAME OF CEMETERY OR CREMATORY Zd, LOCATION (City. tawn, or county) (State) 
Pt. ial 
Ses ge Beers ie lang Bethesd hod Browningsville, Ma 
oe 8 yp Signs ] 4 APP a Ma Qéa. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
4 a nascus he P 
Wie? i DATES 158 Onthig § Hass 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
896% MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


S964 


FOR STATE Reg. Dist. No. 
HEALTH DEPT. 7, PLACE OF DEATH 7. USUAL RESIDENCE (Where decected lived. If infitution: Residence belore odmission) 

“< ©. COUNTY oO. STATE b. COUNTY 

B3 CARROL MARYLAND MaRreand SO" BAtTind ge 
= M B.CITY OR TOWN cure crore imine FOAL ¢. LENGTH OF STAYIN Ib [I ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neares! town) 

ge ond give nestet town 7 < “ N 

see CY KELL E 210s LOWES ON SD Sige ee 

6S 3 z d. NAME OF HOSPITAL OR INSTITUTION {f1 nat in hospital, give street oddress) od. STREET ADDRESS e. Seer 
= oO ——— % f 
Hebe” BERT Y Ronh  RTMWI 18 _GUIV POWDER RO __|ws0) nom” 
cee wy) ry y= 7 
Bee 3. NAME OF LE CLE, Fiest Middle _, tet + DATE | Month Doy Yeor 
fies (Type or print) OR wv fre S Quer (alte, i g. ITF 
eS 5. SEX 6. COLOR OR RACE |7- MARRIED [] NEVER MARRIED [7]| 8. DATE OF BIRTH 9. AGE Ito rears Al 
ne leat birthdoyy 


IF UNDER 1YEAR] IF UNDER 24 HRS, 
Days | Hour | Min. 


12. CITIZEN OF WHAT COUNTRY? 


(RE OM 


WH ITE\wwoweo te oworetoO | DEC 6 /& 7EF | 77 


ind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} 


0B eatived) Meta WARREN PA 


V4. MOTHER'S MAIDEN NAME 


FLea HVAT T 


thin 72 


13, FATHER'S NAME 


GEORGE _SQuIRES 


File poges 1 ond 
wil 


i: 
y 
4 
2 
3 
@ 
>» 
s 
if 
~o 
> 
2 
oo 
< 
3 
3 
° 
= 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. ]17. INFORMANT ‘Addren 
2 ‘S {Yeu na,” enknown) {Mt yan, give wor er dates of service} ere 2 
g80° Vo |" = £3 10-4378 CHAR LOTTE AVST*M SE ECUN FOuUMER fed) 
5 cs 18. CAUSE OF DEATH [Enter only one cause per line for {0}. (b). ond (¢}.] INTERVAL BETWEEN 
ae PART 1, DEATH WAS CAUSED BY: ] 6) pie ee 
Beg-° |. IMMEDIATE CAUSE (0) Zé Rove 2. ue dyn). — 
33 F ' ar 
Reve Ce ln ed DUE TO 
ceeae Conditions, if ony. which te) " 
& ge ae gove to immediote couse 
Mebas fo), 91 the underlyingg DUE TO 
Br Eee couse tot, (o £ rm 
ee sou —= 
fs 2 2 32 é PART I!, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAt DISEASE CONDITION GIVEN IN PART 1(a)|19. ee ey 
eee ‘ eee FORMED? 
ossé i|5 yes.) NOY 
Es ge? 200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture ol injury in Port I or Part I of item 18.) = 
pers or 
Syese PRIMARY C1 or CONTRIBUTING C 
Seepe CAUSE OF DEATH. 
Zku sd == er 
eizss 3 [a0 TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 1201. (Cily or town) (County) (Store) 
25 5 2 5 Hour a.m. While Not while factory, street, office bidg.. etc.) | 
cs aot = pom. v ‘ot work [[]_ of work it 
= pee & 20. U certify that | took chorge of the remains described abave, held an Autopsy [_],  Inspectian &. Inquiry i. and in my 
% e3s = opinion deoth-rebulted from: Noturol causes PX Accident [], Suicide [J], Hamicide [7], Undetermined manner [1] 
asroe ' 
<265° £ 
VERE ACTUAL ie q 7 : DATE SIGNED 
eeiss SIGNATURE hid SS. laa. K/ wap, CHIEF MEDICAL EXAMINER FS 
Zeus 4 os 4 ae ASSISTANT MEDICAL EXAMINER [J : 
pare 4 SX GAINER: T; oy a , ‘ $ LISS 
ELzEs NAME TType] Ye AM ree: (ha, da RS pl DEPUTY MEDICAL EXAMINER G23 Ss 
s 3 2 = =) Tio. RS cae (2a. DATE THEREOF ——=—«| 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, or county) (Stote) 
aes. pecily : oe i - 
0°08 AVE 23 SRL SCANOIA CENEIJERY SCAN OA PENNA. 
Bs Wg “ADDRESS Zao. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
WS. AISME 
5M 7/57 Ttth LBELAIR R. 2 pare AUG 2 5 '58 Cshtug ££, + 


filled in by the funerol director, 
Pages 1 ond 2 should be filed wi 


Jove carbon pa 
ors ofter death. 


fs 


e 
fe Then please 
the registrar prior to buriol, cremation, or removal, ond in any event with’ 


that the death certificate be executed within 24 hours ofter death: Page & 


ines 


certificote hos been signed by the attending physicion ond co! 


'SICIAN; The low requ 


fF ottending physicion. 
se os the buriol-tronsit permit. 


moy be retoined by the hos 


TO FUNERAL DIRECTOR: Afte! 
poge 3 should be detached 


VS A15 (4) 
15M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 : y 
2 CERTIFICATE OF DEATH 88965 


by fe Reg. Dist. No. 
1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
. COUNTY MAR 0. STAI b. COUNTY M 
2 mS f f{ 
b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If autside corporote limits, write RURAL ond give nearest fawn) 
RURAL ond give nearest town) i =, J 
Ss 1 mo.28days Damascus 15. x 
J. any Hoshvat (If not in hospital, give street oddress) d. STREET ADDRESS IS RESIDENCE 
A 
Jed State Hospital - ves [] No [2 
a3 = oF First Middle tost 4. DATE Month Day Year 
(Type or print) Augustus Riges Stackhouse DEATH August 23, 19 58 
5. SEX 4. COLOR OR RACE |7. MaRRieD [} NEVER MARRIED [2f | 8. DATE OF BIRTH 9. Rages RIF UNDER 24 HRS. 
lost birthdoy) | Month r 
Male White wioowep [} DivorceD [} September 2k 3 18 93 “ue ionths| Doys jours | Min. 
10e. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Farmer - Maryland U,S.Ae 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Hanmond Stackhouse Emily Burdette 
Wo WAS DECEASED ew U. S. ARMED Gale 16. SOCIAL SECURITY NO. | 17, INFORMANT Address 
an n0, ex yatmowe) [Il yes, give wor or dates of service] 
W - - Springfield Hospital Records 


INTERVAL BETWEEN. 


18, CAUSE OF DEATH [Enter only one couse per line for (0), (b), and {c)-} INTERVAL BETWEEN 


PART 1. DEATH WAS CAUSED BY: - 
IMMEDIATE CAUSE (o)__AT’ber: 


Ye ) DUE TO 


Conditions, if ony, which 
gove rise to immediote 


cavie {0}, stoting the under. { DUE TO 
lying couse lost. {c). 
& Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)] 19. WAS AUTORSY 
=|C.B.S.assoc.with senile brain disease with psychotic reaction. ves so nS: 
uv 
= [200. ACCIDENT WAS UNDERLYING []__[ 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 18.) 
& | OR CONTRIBUTING [J CAUSE OF DEATH 
& [UF EITHER, NOTIFY MEDICAL EXAMINER) 
pe ee 
aa 20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY fHome, farm, , 20f. (City or town) {County) (Stole) 
6 Hour o. m. While Not while Fectety pret jerrenb aa. are) | 
= p.m. 19 lat work [7] at work 
21. I certify thot | ottended the deceased from June 255 __ , 1958_, va August 234, 19__20,that | last sow the deceased 
alive an 2. 22_-_, and that deoth occurred ot 22204 m, fram the causes ond on the dote stoted above. 


ADDRESS (Street, city or town, stote) DATE SIGNED 


Springfield State Hospital 8/23/58 


ACTUAL 
SIGNATUR! M.D, 


RICAN: ‘Ss 


NAME (type)__EGrmnd_Lusthaus, M.D, 


To. wee “ = DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 72d. LOCATION tei, town, ar county) (State) 
tty] 
ab~ Ey £ 1S; ou A LLLL 


B. ramen te DIRECTOR" $ nGaNTO ADDRESS 2a. aks BY FEGHTRAR ‘ab. “REGISTRARS SIGNATURE 


“ ZZ: é fi pare AUG 2 6 ‘5S. Oia 3 fGava. 


MARYLAND STATE DEPARTMENT OF HEALTH~BALTIMORE, 18 
8969 CERTIFICATE OF DEATH S966 


Reg. Dist. No. 


wel 


ge 
o 3 1, PLACE OF DEATH 2. USUAL RESIDENCE (Whore deceased lived. If insituion: Residence before odminson) 
: : . 
£3 “ Carroll marviano || ° Maryians b. COUNTY > és 
= ahe mn 
Be va |b. CITY OR TOWN (If outside corporote limits, write |. LENGTH OF STAY IN Ib €. CITY OR TOWN {If outside corporate limits, write RURAL and give nearest town} 
ea RURAL and give nearest town) Woodlawn 
$2 Sykesville Kae 
28 <d. NAME OF HOSPITAL (IF not in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
£5 OR INSTITUTION ON A FARM? 
ae wy en Nursing Home 6714 Meekins Ave. ves [] no TK 
= 6 3. NAME OF Fint Middle Low 4. DATE Month Doy Yeor 
25 (eeerminy) Charles E. Trott DEATH B= 25 SE 
*, 
So 
Sa 


5. SEX 6. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [7] | 8. DATE OF BIRTH SRSA aie ee Ten TE 
ast joy Hi a 
M ¥ wivowen BF — ovorceoQ]] | Dec. 27, 1880 viet yr. ee ee snl ee 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
dering mos! of ‘gus’ life, even if retired) 
Retired, Millwork Melville Co. Maryland USA 


qt 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
? Ke 
I 15, WAS DECEASED EVER IN U. S. ARMED FORCES? | 16. SOCIAL SECURITY NO. |17, INFORMANT Address * 
Dyes, no. oF unknown) I yes, give wor of dates of service) 
No NO P16.10.439 William F. obt 6 Meekins Ave 


1B, CAUSE OF DEATH [Enter only one cause per ling for fa), (b), and (c)-] INTERVAL BETWEEN 


PART {, DEATH WAS CAUSED BY: Eo Dera 
IMMEDIATE CAUSE (o] 


“90 * DUE TO 


Conditions, if any, which S Qaghs 


gave rise 10 immediate 


cctse (a), stating the under ( OVE TO . 
lying cause lost. a Age ¥ é 


~ 


the registrar prior ta burial, cremation, ar removal, and in any event within 72 hours ofter death. 


Then please remave carbon pai 


icate has been signed by the attending physician and co! 


ING, PHYSICIAN: The low requires that the death certificate be executed within 24 hours after death’ Page 4 


€ 
5 
cM = 
ee 
Bes 5 Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING T@ DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
BBE 2 ia PERFORMED? 
fut = YES, NO 
aso 6 Oo Oo 
Lae = | 200. ACCIDENT WAS UNDERLYING C]__ | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 1B.) 
cea & | OR CONTRIBUTING LT CAUSE OF DEATH 
Sve © (IF EITHER, NOTIFY MEDICAL EXAMINER) 
oss & ]2c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
5.4 ¢ a Hour a. m. While Not while factory, street, office bldg., etc.) 
BN 2 p.m. 19 fat work [J at work [J] | ° ' 
‘ 3 
ae 21. | certify thot | ottended the deceosed from... LZ... 192.&, tom ZS._.., SE. that | last sow the deceased 
3 : : 
Bs 7 $ olive on_____. een ee 1227 = ond thot deoth occurred ot L128 Eu, from the causes and on the dote stoted above. 
= = 8s ADDRESS (Street, city or town, state) DATE SIGNED 
<56% ACTUAL ¥ Cibo 
Pet 8 SIGNATURI nw2Z228 MD. pe aeee i“ (WL | Se 
az } ‘ 
Zeus PHYSICIAN'S _ : => 
Zez2 "| [Rane tie Leet rd KR GAL wa ILM ESVILLE dyed. 
& 8s 2 720. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zc, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (State) 
2 e2 od REMOVAL (Specify) 8 6/58 + 
ofoe Burs ze New Oakland ykes e_ Md 
= 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘Bdo, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Vs Alsi J.T.Stansbury 6411 Windsor Mill Rd. 7 |oseAUG2 6 '58 hou oS. Prasad. 


1 : MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
8970 CERTIFICATE OF DEATH Ses 


68967 


5 his MN, OTHER neta meat CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART aT 
chi zophren: catatonic typée , 

=~ 2 Decubitus ulcers 
20a. ACCIDENT sia re he Q ‘206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 1B.) 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


}20c. TIME OF INJURY Month, Day, Yeor | 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) (County) (Stote) 
Hour a, m. While Not while factory, street, office bldg., =) 
pom. 19 fot wark [7] of work [J 


21. § certify thot | attended the deceased fromMay_ 215... 18, oe ae PU _ that I lost saw the deceosed 


olive on__Angush 3, g ond t that death occurred ot L#30P_M, from the causes ond on the dote stoted obove. 
ADDRESS (Street, city or town. siete) DATE SIGNED 
ACTUAL 


SIGNATUR 8/4/58 
TANKIAN'S ~Rémund Lusthaus, M.De 


2a. ip pest) 2b. a PHE REO i; NAME OF CEMETERY ‘Af Ce! = 22d. LOCATION (City, town, or county) {Stote) 
MVAL (Speci es 
GOLSE EMD | BALTIMot p 
B. hh ae A an RE 24a, REC'D BY REGISTRAR ib. REGISERAR’: $$ SIGNAFURE 
wears | ‘fe 2 ut 
15M 10/57 [. LOH ras 32) <4 OATRUG 6 _'S 


1 attending physician. 


ad ry 
& 3 z a Te OF DEATH A Uae eeromce (Where deceased lived. If institution: Residence before admission) 
See. o. b. IN) 
Seog Carroll MARYLAND Maryland county Balto,City 
Cie OS rs. i} b. CITY OR TOWN (If outsi ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside role limits, write RURAL ond give nearest town) 
Brg. corpor 9 
8 8 RURAL and 201 12 M Baltdm 
3 82 2 MOSe dayg a. ore SY cm 
£ 22 " NAME OF HOSPITAL (1 not in hospitol, give street oddress) d. STREET ADDRESS, 1S RESIDENCE 
o =. IA 
Sao Springfield State Hospital 2910 McElderry St. ves] nod) 
2 = 5 3. NAME OF int Middle lost 4. DATE ‘Month ey) vem 
& 25 (Type or print) Theresa Felicia WESTERFIELD DEATH August 3, 108 
c = 
5 =e 5. SEX 6. COLOR OR RACE |7. MARRIED [ARNEVER MARRIED [-] |8. DATE OF BIRTH 9. AGE ( sia If UNDER 1 YEAR|IF UNDER 24 HRS. 
ae? | Hours] 
> fz Female White wioowen]  oworceoQ) | December 10, 1918 4’? SARs 
3 : =z 10a, USUAL OCCUPATION (Give kind of work donel 106. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
g Sas during most of working even if retired) 
Bo 2.8 Housewife - New York U.S.A. 
gS 2 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
© 588 Unkn Unknown 
B Be own 
£ & 8 6. WAS Been VERRY U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. |17. INFORMANT Address 
eee (Yes, 99. oF uninewn) Ut yen gve wor or dotes of service) 
§ of ° - - Springfield Hospital Records 
« £8 
£5 = 
2 3 £ 18. K<e 2 | ee ae per line for (0), (b), ond (c)-] SHEVA bess 
2 LS 4 IMMEDIATE CAUSE (o)__ Bronchopneumonia 
= Ral. 2 
— Z 1X DUE To 
oF v 
= Bf Canditians, if ony, which (or 
> 2s gove rise 10 immediate 
OS ess couse (0), stoting the under- (OVE TO 
a lying couse last. tc) 
: szintisenie ert. 
Hy 
3 
r) 
;. 
oo 
2 
2 
o 
“2 
3 
8 


HYSICIAN: The faw requ 


|, ¢remation, ar remaval, and in any event within 72 hours 
MEDICAL CERTIFICATION 


page 3 shauld be detached fér use os the burial-tronsi 


MOD. ., 


may be retained by the hos 


TO HOSPITAL OR ATTENDIN: 
TO FUNERAL DIRECTOR: Aft: 
the registrar prior to buri 


Si pg 
o 

oo 
a" 

oS 
eae ye 
g 33 
“Cig Soa! 
ca" eee 
° 

= £5 
5 St 
ay. ae 
5 2 

e 
8 £§ 
a3; 
£ £6 
ff 
2 
3 

9 
3 a 
3 5 
g 52 
Ba 5 
2 uo 
oO e 
8 
s 3 
& 
« g 
2 3 
nd a 
° © 
2 S 
a = 
3 
af 


ires 


or attending physician. 
is certificate has been signed by the attending physician and c 


ee The law requ’ 
page 3 should be detached for use as the buriol-tronsit permit. 


the registrar prior to burial, cremation, ar remaval, and in any event within 72 hours after death. 


TO HOSPITAL OR ATTENDIN: 
may be retained by the hos 
TO FUNERAL DIRECTOR: Afte’ 


VS AIS (4) 
15M 10/87 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 G89 68 
Sovt CERTIFICATE OF DEATH Rep. Dist. No. 


e OF DE, . USUAI ere lived. If institution, " ¢ odmy 
1 SeOUTY Woped k AAA ise i mee 2. USUAL RE! ICE (Where deceased {i ee pee abyiradens, @ FARFORD 


©. STATE 


b. CITY OR TOWN (If outside corporote timits, write [c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 
RURAL ond give neores! town} . 


d. NAME OF HOSPITAL Tif not in ospitol, give street address d. STREET ADDRESS e. IS RESIDENCE 


OR fsa EE Siete Hneettel 02 S, Phila. Blvd, eae) ey 
2. hes First Middle Manth: Doy Year 
(Type or print) Anna Marie WHEELER Dean 
5. SEX 6. COLOR OR RACE |7. MARRIED [=] NEVER MARRIED (&] |8. DATE OF BIRTH 9 AGE {in poor 
fen. white wioowen [1] Divorced [] a 1i/ 27/ an 36. 


100. USUAL OCCUPATION (Give kind of wark done|10b. KIND OF BUSINESS OR INDUSTRY 


11. BIRTHPLACE (Stote or foreign country) 
during most of working life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


None - Ma: 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
J,Albert Wheeler Marie Colgan 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. |17. INFORMANT “ Address 


(Yes. 90, 0¢ unknown} (IE yes, give wor or dates of sernce) 
ia ee Bee 


1B. CAUSE OF DEATH {Enter only one couse per line for (0), (6). ond (c)-] 


PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (6) 


4 91x DUE TO 


Conditions, if ony, which tb 
gove rise to immediole 


Springfield Hospital Records __ 
INTERVAL BETWEEN 
ONSET AND DEATH 


s 


€ouse {0}, stoting the ynder- ( DUE TO 
lying couse lost. a) 
Pat Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART fo) | 19. vane et 
Neng: al De icjency without ps oss» Lmbe ile avel epilepsy, right we Deno 
paralysis dne a misnhrry 


F UNDERLYING 0 
‘CO RIBUTING 1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, 
Hour 0. m. 
p.m. 


21. | certify “ gee the deceased from October 20,_, 195), TE 19.58 thot | lost saw the deceased 
alive an_. ieee and that death occurred ot 52004 M, fram the causes and on the date stated abave. 


ey AODRESS (Street, city or town, state) DATE SIGNED 
Sewarur 


NaMe(iyes Edmund Lusthaus, M.D. ss S Sykesville, Mde 


20b. DESCRIBE HOW INURY OCCURRED. {Enter Shure df Injury in Port 1 or Port Il of ea She bellu 
UM. 


a 

Doy, Year [20d. INJURY OCCURRED —120e. PLACE OF INJURY (Home, form, | 20f. (City of town) (County) (Stote) 
White Not while fottory. street, office bldg, aa 4 

jot work [_] of work 


MEDICAL CERTIFICATION 


No. a ee ‘2b, DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY. 22d. LOCATION (City, town, or county) (Stote) 
VAL ge fy 
Bs 8/20 za Bel Air Memorial Bel Air Maryland 


Dab. begs 40% S Egg PURE 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2do. RECT REGISTRAR 
Sa oe g Aberdeen, Ma, ie. Reais 
Ss 


a 

ma 
29O 
at 


Page 
pry be retoined for your files. 


the Stote Board of Health, 


If ony deloy is necessary, please 
after deoth. 


ew 


pencil in tem 18. Give Pages 1, 2, ofd 3 to the funeral director, 
"s Office olong with form PM3. Pageg 
File pages 1 on: 


iner’ 


: This certificate should be executed within 24 hours after death. 


the word “pending 
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TO DEPUTY MEDICAL EXAM: 


< 
a 


|. ATSME 
5M 2/57 


MARYLAND STATE DEPARTM 


ENT OF HEALTH—BALTIMORE, 18 


GS96! 


MEDICAL EXAMINER'S eu ald OF DEATH caine 


tems. 


i MARYLAND 


h. CITY OR TOWN (oot corporate Asis, rive RURAL [ LENGTH OF STAY IN Ib 


ICE (Where deceased lived. If institution neon before admission) 
b. COUNTY ficou 


2. USUAL RE: 
0. STATE 


©. CIPY OR TOWN Gee side corporote litnits, write RURAL ond give neorest lown) =) 
) v 
| 2 << ha => 


fe cao mies 7 see 
Jin NAME OF Lg raceie— GR INSTITUTION (If not in hospitol, give street address) 


d. STREET ADDRESS 
ON A FARM? 


ves ENO fe 


—-e,* (2 1§ RESIDENCE 


3. NAME OF 
DECEASED 
{Type or print) 


= = 


3. SEX 16. COLOR OR RACE |7. MARRIED C] NEVER MApefED JRT| 
wipowed [) pivorcto [} 


: Gogeef 25 as: 
‘8. DATE OF BIRTH . AGE ibpeon IF UNDER VYEAR| IF IF UNDER 24 14RS._ 


tout birthdey) Hour | Min. 


1a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF 8USINESS OR INDUSTRY ie ce 


during most of working lite, even if retired) 


Student Grade school 


13, FATHER'S NAME 


N2. CITIZEN oF WHAT COUNTRY? 


HPLACE a fogeign be 
sper 'S MAIDE 


¥5. WAS DECEASED EVER IN U, 5. ARMED FORCE! 


{Ye no, or unknown) | UW yes, give wer or datas of service) 


— eee 


MEDICAL CERTIFICATION 


18. CAUSE OF DEATH (Enter only one couse per line for 
PART |. DEATH WAS CAUSED 8Y: 


IMMEDIATE CAUSE (0) : 
Q ] bx 


DUE TO 
Conditions, if any, which 


: a ee 
gove rise fo immediote cove 
{e), stoting the underlying( DUE TO 
cours tos, 


PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH | euT 


FORMED? 


NOT RELATED Ti THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}/19. WAS auTorsy 
PER! 
vs Nop 


20a. EXTERNAL CAUSE WAS. 
PRIMARY [ or CONTRIBUTING 1) 
CAUSE OF DEATH, 


20c. TIME OF INJURY 


— Whil Not while © 
Ly) p.m. “2. 5S 19; aubore oO week “RI 


1. | certify that“! took charge of the remains described obove, held on Autopsy [_], 


opinion death resulted from: Noturol causes [_], Accident 


ACTUAL 
SIGNATURE_ 


EXAMINER'S 


der (Home. form, 20H, 

), stg ‘office 

ginred Je fe 

Inspection J], Inquiry i. 2. in my 
fa. Suicide [J], Homicide [7]. Undetermined manner (] 


DATE SIGNED 


sqrt 25 19SE 


CHIEF MEDICAL EXAMINER [“} 
ASSISTANT MEDICAL EXAMINER [[] 
DEPUTY MEDICAL EXAMINER [SY 


M.D. 


ie NAME OF CEMETERY OR CREMATORY 


Glen Haven © 


22d. LOCATION (City. | town, aa . —Btore) 


emetery Glen Burnie, Maryland 
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4 


polis, 


Maryland oa@EP 4 'S8 


Sele aC 
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45M 10/57 \y ‘ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
973 CERTIFICATE OF DEATH neg. di. Wo. SI 70) 


Te eit on 2. eee (Where deceased aa en: Residence before admission) 
Carroll MARYLAND Maryland ‘ Montgomery ; 
b. See TOMNN A ay limits, write | ¢. LENGTH OF STAY IN Tb. c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) Zi 
Sykesville 4 mos. 13 days Silver Spring 15 86,2. 
d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION ON A FAPM? 
Springfield State Hospital | 527 Dale Drive | ves) NOX] 
3 Praia oad First Middle lost 4. ie Month Doy Yeor 
(Type or print) Gertrude May Shelley WITHERS DEATH August 22, 1958 
5. SEX 6 COLOR OR RACE |7. MARRIED LJ NEVER MARRIED [_] | 8. DATE OF BIRTH 9. AGE, Cin voor esis TEAR] IF UNDER 24 HRS 
Female White wioowen J i oworceoQ] | Jenuary 19, 1881] “77 "ys. a Pia fe 


Wa. USUAL OCCUPATION (Give kind of work done! 


during most of working life, even if retired) 


1Ob. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
- Virginia U.She 


Housewife 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
John Shelle Mary Blanche - 
Ne WAS. 5 ala GD U. S$. ARMED. FORCES? 16. SOCIAL SECURITY NO. | 17. (NFORMANT Address, 
#1, p09, oF unknown} Uf yes, give wor or dates of service) 
No . - Springfield Hospital Records 
1B. CAUSE OF DEATH [Enter ‘only one couse per line for (0), (b). ond ().) INTERVAL BETWEEN 
PART 1. DEATH WAS CAUSED BY: it ee eae oa 
; IMMEDIATE Cause (o}__Arterdosclerotic heart disease ears 
Lh DUE TO 
Conditions, if ony, which (by Generalized arteriosclerosis Years 
gove rise to immediate 
couse (0), stoting the under. ( OVE TO 
tying couse lost. 9 7 te 
Zz Pagy Il. OTHER SIGNIF, IT CONDITIQNS CQNTRIBUTING TQ DEATH BUT NOT RELATED THE TERMINAL DIS! CONDITION EN IN PART 1(0) 19. WAS AUTOPSY 
21 CSBes assocewith cere erosis Wit psycho ce reactions PERFORMED? 
6 Diabetes Me yes No 
= 200. ACCIDENT WAS UNDERLYING [J 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port I! of item 1B.) 
& ] OR CONTRIBUTING O CAUSE OF DEATH 
1 J] (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 0c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stote) 
3 Hour o. m. While. Not while foctory, street, office bldg., etc.) | 
2 p.m. 9 Jot work [J ot work [7] t 


Ro. BUR: Peer one ‘2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY Tid. LOCATION (City, town, or county) (Stote) 
BUNA” | Aug 24, 1958] Evergreen Cemetery Bladensburg, Maryland. 


23. 


21. | certify that | atlended the deceased fram_ADTAE 9, ___, 19.58, to Aw 
olive an_August hy, 19.58 


i , and that death accurred of} 


M, fram the causes and an the date stated above, 


ADDRESS (Stree!, city or town, state) DATE SIGNED 
scion wo... Springfield State Hospitel 8/22/58. 
myrans Fliis Margolin, MD. Sykesville, Maryland. 


FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 2da. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
' i 3 
F. Gasch's %ons Hyattsville, Maryland pate RUG 2.5 ‘5S Cain 8. 


MARYLAND we actin HE ‘ i, ec 18 
“GERTIFICATE OF DEATH” ais 


uS971 


cod 
NX 


oo 
Fa 


2. ae fat (Where deceased lived. idence before odmission) 


i £ 
s 23 
= 3 MARYLAND b. COUNT b pe ve 
< rr by o TOWN if ouside corporate limits, write |e. {ENGTH OF STAY IN Tb ¢. CITY OR TOWN {If outiide corporate limits, write RURAL ond give nearest town) 
FRAC ene = 

pe YX WE ST FZ fod 
= ie d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d_ STREET ADDRESS e. 1S RESIDENCE 
oS es 0 ‘an STITUTION : ON A FARM? 
¢ 55 Ac Re Ie vs] NOC 
£ ° 3. NAME OF First Middle fost 4. DATE Month 
ot ate 
= =§ 

8 


Ory Year 
few SL SPE PSE Woh PF | tm flug bw 5% 
9. AGE (In y 


5. SEX 6. COLOR OR RACE |7. MARRI D [7] NEVER MARRIED [] | 8. OATE OF BieTH 
V4) winoweo (3, bivorced C] z PT. 


10a. USUAL OCCUPATION Hine kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11 ae LA 
flyring most of working life, even if retired) 


irs [IF UNDER 1 YEAR) IF UNDER 24 HRS. 
lost vinden 


Hours Min. 


12, CITIZEN OF WHAT COUNTRY? 


WR AB 


I ew 1a. anne MAIDEN NAME 
» 
4 A JFEESE A thApeR slit rp 
‘Add; 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ore Pp uy 
Tes, KPA vuntnewa) WH yes, give wor er dates of service} 


—s 
18, CAUSE * DEATH [Enter only ane cause per line for (0), (b). ond (c}-] INTERVAL BETWEE 
ad ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: Vere K 
IMMEDIATE CAUSE (o})__{o-- 2 wR Tf fetta betnth Aad 


/ 4 DUE TO 


Then please remove carbon pat 


ion, or remaval, and in any event within 72 hours ofter death: 


Conditions, if ony, which iby 
Gove cise to immediote 
couse (a), stoting the ynder- ( OVE TO 


fying couse lost, fe}. 


igned by the attending physician and campetely Filled in by the funeral director, 


the burial-transit: permit. 


ra Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEAJH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}]19. WAS AUTOPSY 
Ol5| @.S.6.V. deerace— wrth yes] No 
iS 200. ACCIDENT WAS UNDERLYING (}_[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
& ] OR CONTRIBUTING C1 CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
- z SC 
tf & ]20c. TIME OF INJURY Manth, Doy, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20f. (City or town) (County) {Stote) 
g 6 Hour oo. m, While. Not while factory, street, office bldg. etc. q 
Sg = re 19 lot work [I] ot work AT] i 
ar, fos” / J 
21.1 certify that | attended the Ny, ire Pee oe WDA, to LE AS , 198 4_,that | last saw the deceased 


alive an___e ae ee a ee 4nd that death accurred at__{2_//__M, fram the causes and an the date stated abave. 


/ DRESS (Street, city or town, oe) DATE see 
fend. ae > LOSE nin ST §-6-S5 
hI MES nian cs! 5 Westminsren SYD. 


‘Re. BURIAL, CREMATION, Ee NAME OF CEMETERY,OR CREMATORY 22d, LOCATION (City, town, or county) (Store) 
= i oy Specify) e TF 
bx 2LWoop , D. 
INERAL DIRECTOR'S cc RE: 2da. REC'D BY REGISTRAR | 24k. REGISTRAR'S SIGNATURE 
VS A15 {4) Seca ie a rq4s i 
Soh pateAN 11 'S8 


15M 9. 


SeNATUR 


CLAN 


may be retained by the hos; 
page 3 shauld be detached for 
the registrar prior ta burial, crem 


TO HOSPITAL OR ATTENDING, PHYSICIAN: The law requires that the death certificate be executed with! 
TO FUNERAL DIRECTOR: Afte: 


